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need not last until the Spring! 


*Phensedyl’ antihistamine Cough Linctus effectively 
relieves bronchial and post-influenzal coughing, as 
well as asthmatic congestion. ‘Phensedyl’ also 


controls vomiting and spasm in whooping cough. 
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PRESENTATION : Containers of 4 fl. oz. 
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STANDARDIZED SENNA. 


/ uses 


Two specia 





CONSTIPATION COMPLICATING INFLUENZA 

By the use of the smallest dose of Senokot to give 
a comfortable, formed motion constipation may 
be corrected without incurring the risk of further 
dehydration—an important benefit of standardized 


dosage. 


CONSTIPATION ATTENDING USE OF HYPOTENSIVE DRUGS 

Certain of the ganglion-blocking agents frequently 
give rise to acute intestinal stasis. Senokot should be 
given daily during treatment, dosage being adjusted as 
necessary (temporarily, two to three times normal 


dosage may be required). 


BASIC N.H.S. PRICES RETAIL PRICES SBENOKOT ie not adver- 

(Tax free D.P.s) (Including Taz) tised to the public, has no 

GRANULES: 2 Ib, 21/- 2 og, 2/10; 6 oz, 7/9 B.P. or N.F. equivalent, 

TABLETS: 1,000, 16/- 60, 2/5; 200, 7/3 and is prescribed under 
Cost about a halfpenny a dose the N.HS. 


WESTMINSTER LABORATORIES LTD., CHALCOT ROAD, LONDON, 


N.W.1. 
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Present tense 


Although concern or even anxiety 





over the problems of today and the 
challenges of tomorrow should normally 
act as a spur to greater effort, the over- 
anxious and tense individual may be 
overwhelmed and rendered ineffectual. 
The performance of such patients 
will be benefited by a change in mood. 
To this end, ‘Mepavion’ is 
most useful. ‘Mepavion’ helps control 
the irrational fears and the attendant 
feeling of inner tension without 
interfering with autonomic functions. 
Patients become less pre-occupied with % 
their symptoms, increasingly * 
co-operative and hence more accessible ' 
to psychotherapy. 
“Mepavlon’ is presented in tablets 
each 400 mgm. in containers of 30 
and a dispensing pack of 250. 


Future perfect! 





‘Mepavlion’ 


(meprobamate |.C.|.) 


relieves states of tension and anxiety 


IMPERIAL CHEMICAL INDUSTRIES LIMITED Pharmaceuticals Division Wiimslow Cheshire 
Ph.765 
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Eighth Edition. 20 Plates (12 coloured) and 125 
Text-figures. 75s. 


EDEN AND HOLLAND’S MANUAL OF 
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Oxford 


NEW BOOK 
354 pages 

52 text figures 
128 x-rays 


30s. net 


ELEVENTH 
EDITION 


188 pages 
36 text figures 
24 x-rays 


18s. net 





University Press 


JUST PUBLISHED 


An Introduction to 
Chest Surgery 


GEOFFREY FLAVELL 


Thoracic Surgeon, The London Hospital 


This book should prove invaluable to gen«ral practitioners, 
physicians and also to senior students as it is both comprehensive 
yet concise, clearly written and easily read. 

It covers fully the selection and diagnosis of patients for chest 
surgery, gives clear and often detailed accounts of all the principal 
operations, and of pre- and post-operative treatment. All the major 
conditions are illustrated by extremely well-chosen case histories 
written in a most vivid and forcible style. 

The illustrations are an important feature, in particular the 
x-rays which number 128. These have been very carefully selected, 
and reproduced by direct reduction from the original films; they 
illustrate with extreme clarity nearly every condition described in 
the text. 


The Early Diagnosis of 


the Acute Abdomen 
SIR ZACHARY COPE 


Consulting Surgeon, St. Mary’s Hospital 


Recent advances in surgery have been fully considered in the 
preparation of this new edition which has been more extensively 
and thoroughly revised than any of its predecessors. 

Much new material will be found in nearly every chapter, 
including descriptions of many conditions not included before, 
such as jejunal diverticulitis, volvulus of the stomach, and meconium 
ileus. In addition three entirely new chapters have been written. 
These discuss the grouping of symptoms in diagnosis; acute 
abdominal symptoms caused by vascular lesions; and intestinal ob- 
struction in infants and young children. 

The text has been entirely reset, all the text figures redrawn and 
many new ones added. Sixteen new x-ray plates have been included 
to illustrate some of the more recently recognised conditions, in 
particular those occurring in early infancy. 
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BRITISH NATIONAL FORMULARY 


Alternative Edition 


In this edition the formule are grouped under the pharmacological 
action of the ingredients and preceding each group is a description of 
the action and uses of the drugs included in the section. Much of this 
information is additional to that given in the Standard Edition. 

The practitioner, faced with the constant introduction of new 
preparations, may feel that this opportunity of comparing them with 
older remedies will enlarge his resources. 

Pp. 245 Price 7s. 6d. (postage 7d.) 
Interleaved copies 10s. 6d. (postage 9d.) 


THE PHARMACEUTICAL PRESS 


(Joint publishers with the British Medical Association ) 


17 Bloomsbury Square, London, W.C.1 








NEW ENGLAND JOURNAL OF MEDICINE 


special concession 
— — — rate for subscribers to 
The Practitioner 


As announced in the January number of The Practitioner (p. 3) 

arrangements have been made for subscribers to The Practitioner to 

receive the New England Journal of Medicine weekly at a reduced annual 

subscription. This will be $9.00 (£3 5s.), instead of the usual overseas 
subscription rate of $10.50. 





Orders for the New England Journal of Medicine, accompanied by 
remittance, should be sent to: The Publisher, The Practitioner, 
5 Bentinck Street, London, W.1. 
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Recent Publications 


TEXTBOOK OF MEDICAL Mig wg tte 
Seventh Edition. Edited by D. NLOP, 


Books for Christmas Gifts ——— 


The Student Life: The Philosophy of Si 
William Osler . ¢ 


M.D., FR. ry P., SIR STANLEY DAVIDSON, Dr. R. E. Verney. 1Ss. 
-., Surgeon-Commander ; . Keevil. To be com- 
944 pages. —Finsersted. 55s. pleted in four wo wh Bt I, 1, 1200-1649. 40s. 


BEDSIDE DIAGNOSIS 
as By CHARLES SEWARD, ™.D., 


454 pages. 18 illustrations. lls. 
EMERGENCIES IN MEDICAL PRACTICE 


The Effects of Arts, ~itr and Professions 
on Health 
Charles Turner Thackrah. 
by Dr. Andrew Meiklejohn. 
The Boke of Chyidren 


Introductory Essay 
25s. 














Dr. Thomas Phaire. Introduction and Foreword 


fo. ence. Edited by C. ALLAN BIRCH, by Professor A. V. Neale and Dr. H. R. E. 

6% pages. 155 illustrations. 37s. 6d. Wallis. 7s. 6d. 
Sir George Buckston Browne 

A HANDBOOK ON DISEASES OF Miss J. ibson and Sir Cecil Wakeley, Br. 25s. 


CHILDREN 

Including Dietetics and the Common Fevers 
Eighth Edition. By BRUCE WILLIAMSON, 
M.D., F.R.C.P. 


Sir William Arbuthnot Lane 
Mr. T. B. Layton. 
The Life of Hugh Owen Thomas 


¥ F F 


495 pages. 145 illustrations. 27s. 6d. Mr. David Le Vay 
Sir John Bland-Sutton, 1855-1936 
USES OF EPIDEMIOLOGY Dr. W. R. Bett. 
oy» Oe. Pe A. DAG S.. OF William Cheselden, 1688-1752 


143 pages. 28 illustrations. 7s. 6d. 
NON-VENEREAL SYPHILIS 
A Sociological and Medica! Study of age 
By E. HERNDON HUDSON, M.D., F.A.C.P 
212 pages. 106 illustrations. 


Sir Zachary Cope. 20s. 
William Smellie: The Master of British 
Midwifery 

Professor R. W. Johnstone. 20s. 


uae peters = Life and Doctrine 
r. Douglas Guthrie. 15s. 
cisonens. APPLICATION OF HORMONE The Life and Work of Astley 
By JOHN A. LORAINE, M.B., Ch.B., Ph.D., Sir Russell Brock. . 
M.R.C.P.Ed. The Quiet Art: A Doctor's ony 
378 pages. 65 illustrations. Ws. Dr. Robert Coope. 2s. 6d 


mt E. & S. LIVINGSTONE, LTD., TEVIOT PLACE, EDINBURGH 


PITMAN MEDICAL 


ORAL MEDICINE 
LESTER BURKET, M.D., D.D.S., Sc.D. 
Third edition of well-known and well-proved book linking oral and systemic disease. 
Thoroughly covers diagnosis and treatment. 
5 net 


FLUID AND ELECTROLYTES IN PRACTICE 
H. STATLAND, M.D. 


Second edition of a very successful book which gives a thorough coverage of 
modern knowledge in fluid and electrolytes, written especially for the doctor in 
general practice. 














45s. net 


SIGNS AND SYMPTOMS 
C. M. MACBRYDE, M.D., F.A.C.P. 


Third edition of the well-known guide to diagnosis. In each chapter a major 
symptom is discussed, the mechanism of its production studied, laboratory findings 
described and its relation to other symptoms noted. al 

. net 





PITMAN MEDICAL PUBLISHING CO., LTD. 
45 NEW OXFORD STREET, LONDON, W.C.I 
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Most physicians are already familiar with 
Mecamylamine Hydrochloride (‘Inversine’), the 
oral ganglion blocking agent for the treatment of 
hypertension, This concise booklet collates 
the now extensive experience of leading cliuicians. 
It is therefore a practical guide to the 
management of patients no matter whether they are in 
hospital or at home. 
A complimentary copy will gladly be sent. 
Every doctor treating hypertension needs this information. 
TRADE MARK 
‘INVERSINE? | 
a N a 
Mecamylamine Hydrochloride 


MERCK SHARP & DOHME LIMITED, HODDESDON, HERTS. 
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Make SMITH’S 


your bookshop 


We can supply 

you with all the medical, 
surgical and technical books 
that you need throughout 

your career. Books not in stock 
can be obtained for you, and 
students, in particular, 

are invited to ask for lists of 
titles on any subject. 








Our local branch can also supply 


your business and personal stationery. 





W. H. SMITH & SON. 


Head Office: STRAND HOUSE, LONDON, W.C.2 | 


Branches throughou' England and Wales 








THE NUFFIELD FOUNDATION 
Medical Fellowships 


As part of its programme for the 
advancement of health, the Nuffield 
Foundation is prepared to eward a 
number of fellowships to highly quali- 
fied men and women of the United 
Kingdom, usually between the ages of 
25 and 35, who wish to train further 
for teaching and research appoint- 
ments in any branch of medicine. 

Applications for awards in 1958, 
which must first be endorsed by the 
executive authority of a university 
medical school in the United King- 
dom, must be received by the Foun- 
dation not later than 1st February, 1958. 

The conditions of these fellowships 
and the application forms are obtain- 
able from The Director, The Nuffield 
Foundation, Nuffield Lodge, Regent's 
Park, London, N.W.1. 


L. FARRER-BROWN 


Director of the Nuffield Foundation. 











The double role of 
modern UV treatment 








More and more patients are successfully treating 
themselves at home, under their doctor's 
guidance, with Hanovia Prescription Health 
Lamps. Psoriasis, rheumatic disorders, nervous 
debility and respiratory complaints are just a 
few of the conditions which have been found to 
respond remarkably well to this routine irradia- 
tion. For more concentrated treatment in 
clinics, hospitals and surgeries, larger therapeutic 
models of every type are produced by Hanovia. 


Full details available on request from: 


Hanovia 


SLOUGH - BUCKS 





SPECIALISTS IN ULTRA-VIOLET AND INFRA-RED EQUIPMFNT 
TG. ¥230 
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for the prevention and 


mouth and throat 


Desogen lozenges 


Regd. Trade Mark 


treatment of infections of the 


Each Desog 
contains0.5 mg 
N’-methy 
(phenyl-ca 


dimethy 


Geigy Pharmaceutica 


Company Ltd:. Manchester 23 
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a “Hammock” 





for the 


growing uterus 





For the patient pictured above, para 
|, in the 8th month of pregnancy, a 
Spencer Support was prescribed to 
serve as acomfortable “hammock” for the growing uterus, to safeguard posture, to relieve tired back, 
and to guard against strain and undue fatigue. The support shown at right was specially designed to 
meet these medical indications. 





Spencer will adequately meet the needs of YOUR maternity patients—because each Spencer is individually 
designed, cut and made for each patient. The co-ordination of support to lower abdomen and back induces 
better body mechanics, protects against back disturbances. 


if applied before the end of the 4th month, it may be easily adjusted by the patient for postpartum wear 
(to provide proper support for the relaxed abdomen and for muscles and ligaments of the pelvic joints). 


For further information write to: 


SPENCER (BANBURY) LTD. 


Consulting Manufacturers of 


Surgical and Orthopaedic Supports 
SPENCER HOUSE BANBURY OXFORDSHIRE 
Tel.: Banbury 2265 
Branch Offices: 


LONDON: 2 South Audley Street, W.! Tel.: GROsvenor 4292 
MANCHESTER: 38a King Street, 2 Tel.: BLAckfriars 9075 
LIVERPOOL: 79 Church Street, | Tel.: ROYal 402! 
LEEDS: Victoria Buildings, Park Cross Street, | Tel.: Leeds 3-3082 
(opposite Town Hall steps) 

BRISTOL: 44a Queens Road, 8 Tel.: Bristol 24801 
GLASGOW: 86 St Vincent Street, C.2 Tel.: CENcral 3232 
EDINBURGH: 30a George Street, 2 Tel.: CALedonian 6162 


APPLIANCES SUPPLIED UNDER THE NATIONAL HEALTH SERVICE 


Trained Retailer-Ficters resident throughout the Kingdom, name and address of nearest Fitter 
supplied on request. 
Copyright 
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Drinamy|l 


‘Drinamyl’ is a trade mark 
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you see can be helped by Drinamyl 





relieves both anxiety and depression 


Smith Kline & French Laboratories Ltd 
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Treatment of 


DIABETES WELLITTS 


without 


Rastinon »Hoechst« tablets provide an oral 
treatment for certain diabetic patients. 


EFFECTIVE A number of patients on small 
regular doses of insulin have been found to be 
suitable for treatment with Rastinon 
»Hoechst« tablets. Clinical work throughout 
the world has shown that approximately a 
quarter of all diabetics can be stabilized on 
Rastinon »Hoechst« tablets. A few of the 
more recent references to the literature are 
given opposite. 


SAFE The selection and stabilization of 
diabetic patients should be carried out under 
strict medical supervision. For those patients 
found to be suitable, Rastinon »Hoechst« 
tablets provide a safe form of therapy and 
many have now been on oral treatment for 
two years. Nocases of proven dyshaemopoiesis 
or other serious side-effects due to the drug 
have been reported. 


SIMPLE From 2 to 4 tablets a day are norm- 
ally all that is required to replace the insulin 
with its concomitant syringe, needles, swabs, 
and often nursing assistance as well. The 
normal regime of urine examination and dietary 
control remains necessary. , 


Packs: bottles of 100 and 500 tablets. 


The basic price to the National Health Service 
as dispensed from a 500 tablet bottle is 2.97d 
per tablet and the total cost to the National 
Health Service, with all allowances, is less than 
4d per tablet. 


Each tablet contains 0.5 G. of N-Butyl-Ni- 
toluene-p-sulphonylurea; (Tolbutamide). 


injections 


REFERENCES : 
Clinical Experience with Tolbutamide, Brit. 
Med, J., 1957, 2, 323 


lolbutamide in Treatment of Diabetes Mellitus, 
Brit. Med. J., 1957, 2, 325 


Editorial—Tolbutamide in Diabetes, Brit. 
Ved. J., 1957, 2, 343 


Oral Hypoglycaemic Compound, Brit. Med. 
J., 1957, 2, 352 


Clinical Studies of the Hypoglycaemic action 
of the Sulphonyluraes, Lancet, 1957, 1, 753 


Vetabolism, 1956, 5, (Entire issue). 

New and Non-official Drugs, J.A.M.A., 1957, 
164, 1333 

Dtsch. med. Wschr., 1956, 81, 823-846 

Dtsch. med. Wschr., 1956, 81, 887-906 

Dtsch. med. Wschr., 1957, 82, 1513-1592 


(Entire issue) 
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(TOLBUTAMIDE) 





HOECHST PHARMACEUTICALS LIMITED - SLOUGH 
Distributors in the United Kingdom 


HORLICKS LIMITED - SLOUGH - BUCKS 
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NON-ADHERING DRESSING 


VARICOSE ULCERS 
Ihe non-adhering properties of Johnson’s 
“N-A’ Dressings, used in conjunction with 
Gauze and JOHNSON’S POROUS ELASTIC ADHE- 
SIVE BANDAGES, prevent healthy granulating 
tissues from being disturbed when wounds 
are re-dressed. Dressing needs to be done 
less often and healing is quicker. The free 
passage of exudates is facilitated and there is 
no maceration of tissues. 


BURNS AND GENERAL PURPOSES 
Johnson’s ‘N-A’ Dressings have been used 
in burn treatment and also for cuts and abra- 
sions for which they have proved of particular 
value because of their non-adhering and non- 
macerating properties. 





_ aggre 
‘N-A 


STERILISED 


co ueh 


(ol 


cu 
onaffotne 








Double-wrapped 


Siaclalikicte 





PREVENTS MACERATION 
ALLOWS FREE DRAINAGE 
PROMOTES QUICKER HEALING 
Johnson’s ‘N-A’ Dressing is a pure rayon 
dressing which is non-adhering. This 
property, together with the essential re- 
quirement of allowing free drainage of 
exudates (resulting in freedom from 
maceration), makes this dressing super- 
ior to traditional materials. Johnson’s 
‘N-A’ Dressings are sterilized, unmedi- 
cated, and do not disturb healing tissues. 


3} x 3]” dressings in double-wrapped sealed enve- 
lopes, supplied in cartons of 36. Price to hospitals 
12/- per carton. 


ohwron 


The Worid’s Most 
Trusted Name in Surgical Dressings 
Stough 25521 


Hospital Division, Slough, Bucks 
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Episiotomy 


A. 





The new 

and safer 

anti - inflammatory 
agent in 


ACCIDENTAL INJURIES SURGERY 


Repair of Hernia 


Acute Conjpuacuvits 


THE ARMOUR LABORATORIES 


(Armour & Company Ltd.) 


Hampden Park, Eastbourne, England 








INTRAMUSCULAR 
CHYMOTRYPSIN 


CHYMAR, the new injectable 
enzyme, is safe in use and 


prevents and reduces 


inflammation from any cause, 
oedema of traumatic and in- 
fectious origin, pain from 
inflammation and swelling, 


hastens absorption of blood, 
and lymph effusions, 


restores circulation, 


promotes healing. 


CHYMAR is indicated for re- 
duction of local inflammation in 
such conditions as chroniculcers, 
bursitis, phlebitis and bruises, 
and is valuable in bronchial 
diseases. 


Supplied in § c.c. vials; each 
c.c. contains 5000 units of pro- 
teolytic activity. 


Literature gladly supplied on 
request. 





} 
§ 
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eeqenrorne” onad Penne 


A NEW quick action analgesic, 











antipyretic and diaphoretic 
tablet, conferring the maximum 
5 therapeutic effects in all con- 
: : ditions where pain and fever 
% d are predominating symptoms. 
¢ 


Analgesic Antipyretic 


PROPERTIES 
‘PANIPRIN provides for both rapid absorption and utilisation of 
the active principles. 
Clinical trials have shown that ‘ Paniprin’ does not irritate the 





gastric or oesophageal mucosae. 
3 INDICATIONS 


‘PANIPRIN’ is effective in alleviating rheumatic conditions. 


*Paniprin’ compound promptly relieves pain and reduces fever. 


‘PANIPRIN’ is particularly effective in 

? 1. Influenza and feverish colds. 2. Headaches and Toothache. 

3. Neuralgia, Sciatica and Muscular pains. 4. Dysmenorrhoea. 
For the relief of pain and to reduce fever. 








PRR PY 


Dosage 
Adults: 1 or 2 tablets ‘Poniprin’ as required, three or four 
times daily. 


Packing 

‘PANIPRIN’ tablets are issued in bottles of 25, 50 and 200. 
Composition 

‘PANIPRIN’ is available as tablets, which contain: 
Acetylsalicylic Acid 0) grains 
Aminoacetic Acid (Glycine) .3 grains 
Acetophenetidin (Phenacetin) ad grains 


: Independent Research Laboratories, London, W.C.2 
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i: VOX capsules 


FOR THE TREATMENT OF Anaemias, 
Nutritional Deficiencies, General Debility 











FORAMIULA 5 

LIVER EXTRACT CONCENTRATE ° 2 § grams 3 

FERROUS GLUCONATE ove ° os 10 grains 4 

COPPER SULPHATE ose .. ©O1 grams k 
ee MANGANESE SULPHATE... ... .. ©.O1 grains 

VITAMIN B ae os s © 165 mg 

VITAMIN By a at we es Se 

NICOTINAMIDE. , pam” ; 5° meg 




























Biciwie~ poy % “ 
OXO LTD (Medical Department) 16 Southwark Bridge Road - LondonS Et : 
Telephone: WATerloo 4515 % 
— ~ : ae ee ; 
WOUND CLOSURE 
j 
ithout stitchin 
—without s g 
3 
ANCIENT IMPROVISATION ; 
. 4 
Eastern surgeons in the Middle Ages j 
made use of large ants for suturing pur- : 
poses. The natural reaction of the ant was 3 


to fix its mandibles into the flesh on 
either side of the wound holding 

the edges together. The head 
was then cut off, leaving a joining effect 


similar to Serris-Fines of present day Strapping for 
ris wth ileostom 
MODERN SOLUTION y 


Modern surgery has the Daimas Dumb Bell suture § Oalmaplast adhesive strapping 
h has proved excellent for use 
for minor surgery normally requiring stitching. in cases of ileostomy. It 


They are very effective, and have the moulds itself to the contours 


dvantage of easy application, of the body, is satin smooth 

Pt: - ees es and comfortable. Non peel- 
speed and simplicity. om-B ing, non fraying, completely 
pletely antiseptic, they adhere in-— waterproof. 


stantly, and keep the wound closed. DALMAPLAST 


WATERPROOF 
p A Li A S STRAPPING 
Available in different widths 


DUMB BELL SUTURES] 2rc)jensths according to the 


* Dumb Bell Sutures are supplied in 
packs containing 6 doz. ready for use. 


“- 
DALMAS LTD . JUNIOR STREET . LEICESTER 
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DIGITALINE NATIVELLE 


The digitoxin of choice, appreciated for its trustworthiness, 
its high and constant activity, as shown by standard works 
on cardiology and extensive clinical practice. 


FORMS 


TABLETS (pink) 0.1 mg (1/600 gr.) (Bottles of 40 and 
TABLETS (white) 0.25 mg (1/240 gr.) } dispensing packs of 200) 
AMPOULES 0.2 mg (1/300 gr.) for i.v. or i.m. injection. (Boxes of 6) 


Samples and literature on request. Exempt from Purchase Tax. 


LABORATORY NATIVELLE Ltd. 
74-77 White Lion St., LONDON, N.! 18-19 Temple Bar, DUBLIN 




















Isoniazid and the B vitamins 


In the course of isoniazid treatment of tuberculosis, adverse effects on the 
nervous system have been reported occasionally. Peripheral neuropathy or 
psychosis may arise, and it has been suggested that these side effects may be 
due to an antagonism between isoniazid and vitamin B factors. A good response 
to massive doses of the vitamin B complex has, in fact, been obtained in 
psychosis arising during isoniazid therapy. 

Marmite yeast extract is a useful dietary supplement, providing all known 
factors of the vitamin B complex. Its pleasant taste ensures ready acceptance by 
the patient, while the nursing staff appreciate the ease with which Marmite 
drinks and sandwiches can be prepared. 


MARMITE = =~-~~ 


yeast extract 


MARMITE LIMITED, WALSINGHAM HOUSE, SEETHING LANE, LONDON E.C.3 





$712 
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A NEW Therapy 
in E EPILEPSY 


A TT 


‘ 


Hm 


pu 


f 


Trinuride 


Cm sf My 





Phenviethvlacetvlurea . . . . 0.200g 
Diphenyl Hydantoin . . . 0.040¢ ‘ 
Phenobarbitone. . > a . 0015S¢ 


a aan MMM OTe 


ADVANTAGES 
Efficient and reliable control of fits together 
with improved mental alertness, which 
enables the epileptic patient to take a , 
normal place in social life. 


In extensive clinical trials over a long period, 
Trinuride has been found to be singularly devoid 
of toxicity 


cnemon 


¢ SECOND 


Al 


Requisite quantities available free of charge 
to Clinicians wishing to conduct Hospital 
trials 


Literature and abstracts available on 
request. 
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MOUNT PLEASANT - ALPERTON - WEMBLEY - MIDDLESEX 
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Medical history has already reserved a special place for 
ACHROMYCIN tetracycline because of its impressive therapeutic 
potency and remarkably broad spectrum Now, with the 
advent of AcHRomycin V, the therapeutic merits of 
tetracycline are turned to still greater advantage. Presenting 
tetracycline in company with sodium metaphosphate, 
ACHROMYCIN V_ achieves swifter, more efficient, more 
complete absorption. \s a result, the therapy becomes 
still more secure, without any increase in daily dosage 
or cost. Customary adult dosage is a single capsule 
250 mg.) four times daily—-though this may safely be 


increased in unusually severe conditions 


Achromycin 


TETRACYCLINE WITH SODIUM METAPHOSPHATE *REGD. TRADE MARK 


Lact oral capsule contams ACHROMYCIN tet 
S uN Metaphosphate, 380 me Bottles f 6 a 
Acnromycin V is also available as an orange-flavoured s 


each 5 c.c. 125 me. of tetracycline activity. Bottles of 2 and 16 


LEDERLE LABORATORIES DIVISION 


? 
(yanamid OF GREAT BRITAIN LTD., London, WC2 
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in 

cases 

of 

spasmodic 
dysmenorrhoea 


Prophylactically, a course 
of tablets starting a day or two 


before the expected flow will give 


> 





complete relief in most cases, 
BUSCOPAN is a completely safe 
spasmolytic giving rise 

to none of the unpleasant 
side effects normally 
associated with 


drugs of this nature. 





4 
BUSCOPAN gives 
rapid relief from pain 
associated with Spasmodie 
Dysmenorrhora. When 
pain is severe, an 
intramuscular injection 
followed in four hours 
by oral administration 
( 2 tablets three times 


a day) will give prolonged relief. 


Other indications 

Gastric or duodenal ulcer, spasmodic 
disorders of the gastro-intestinal tract, 
biliary colic and delayed relaxation 


of the lower uterine segment. 


BUSCOPAN* 


NE-N-BUTYLBROMIDE 
Manufactured and distributed the U.K. by Pfizer, Lid., Folkestone, Kent, for 
c. H. Boehringer Sohn, ingetheim am Rhein 


Registered Proprietors of the Trade Mark. % Regd. Trade Mark. 
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most spermicidal contraceptive 





The unmatched potency of fDelfen vaginal cream is due to its new 
chemical spermicidal agent which invades every vaginal crevice 


by the rapid release action of a new emulsified oil-in-water base 


§Delfen vaginal cream: 


nony'p ypolyethoxyeth | 5.00% 
in an oil-in-water emulsion at pH 4.5 
LITERATURE ON REQUEST 





Ortho Pharmaceutical Limited - High Wycombe + England 











PROBLEM 
~ SOLVED... 

ND 

MONEY 
SAVED 





N-acetyl-P-aminophenol 


* 
ae 
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the newer tranquillisers er- 
pose the patient to hazards, both known 
and unknown. That is why conservative 
sedation should be given a trial, particularly 
in cases of mild emotional stress or where 
the patient is suffering pain originating 
from psycho 


omatic causes. Sedumar in- 


duces light sedation safely through the 
influence of carbromal and bromvaletone 
an analge effect being provided by the 
phenacetin. The formuia for 
Seduma. qi contains aneurineé h yar 
chloride for its beneficial effects in condit 


of nervou } tion and mental dé 


CALMIC LIMITED Crewe 





sion, Furthermore, its calming influence on 
the nervous system helps to induce natural 
sleep without the side effects of .. . 


SEDUMAX 


in the treatment 
of psychosomatic stress 


Each Sedumaz tablet contains: 


Carbrom. B.P.« 120 mg 


Bromvaleton. B.P.C. '48 120 mg 
Phenacet. B.P 


H ydro« 


180 mg 


Aneurin hior. B.P. -. 2mg 


field Street 


Langham 8038-9 
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‘WIiCOxrLAN SE’ 


Regd. Trade Mark 


Brand of Narcotine Linctus 


A NEW Cough Reflex Inhibitor 


NICOLANE Linctus presents narcotine for 
the suppression of unproductive cough, with 
an activity in this respect equal to or greater 
than codeine and the following important 
advantages: 


It will not produce addiction as it is absolutely 
free from such properties associated with 
other opium alkaloids. 


It is particularly effective against the “Allergic 
cough.” 


Tolerance and side effects are minimal and it 
has no adverse effects on respiration or the 
central nervous system. 


It has a wide margin of safety and provides 
adequate control in oral dosage over long 
periods, 


A WIGHOLAS 











NICOLANE Linctus con- 
tains 15 mg. narcotine in 
each teaspoonful (4 ml) and 
is available in bottles of 


4 fluid ounces. 


Samples will gladly be made 
available to the medical 
profession for clinical trial. 


PRODUCT 


a. & c. NICHOLAS ur. 


Ethical Pharmaceuticals 
BUCKINGHAM AVENUE - SLOUGH - BUCKS 
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“Reducing Your Weight” is a new and easily followed guide to 
diet for weight reduction, and includes some simple advice and 
a varied menu. The folder is designed for handing to the patient, 
whose name may be written in a space provided on the cover. 

Quantities of this folder are available free of charge to medical 
practitioners. For a supply, or a specimen copy, write to the 
Energen Dietary Service at the address below. 

The Energen Dietary Service, staffed by qualified dietitians and 
under medical supervision, offers information and _ practical 
assistance in all dietary and nutritional problems. All services are 
free of charge, and practitioners are invited to apply for details. 

(Available in U.K. only) 


The Head Dietitian 


25a Bryanston Square, London, W.1. Tel: AMBassador 9332 
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“ This extraordinary drug’ 


In 
Prolapsed 


Intervertebral 
Disc 


* 


; 
x 
3 
3 
: 


Butazolidin 








Geigy Pharmaceutical Company Ltd., Wythenshawe, MANCHESTER 23 


Two recent reports praisc the high value of 
BUTAZOLIDIN in the treatment of disc lesions 
One author, reporting a ‘‘90°%, success rate ”’ 
in over 50 cases and ‘‘ dramatic relief in the 
first 36 to 40 hours,” expressed his belief that 
it performs a ‘‘ medical manipulation.”’ (1) 
The second author stated that ‘in all the 
patients (25) the relief from pain was rapid and 
the condition was usually cured by the end 
of the 6-week period.’’ (2) 

1. Lancet, i (1956), 966 and 1069 

2. idem 1069. 


Detailed litzrature is available on request 
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° ‘ e 
Equal to £8-14-0 PER CENT GROSS 
Guaranteed for a fixed investment 3 vears period, e 
STATE ; 
* 
STURT Rot. Cem tela i ae J 
2 





subject to one month notice of 
Alig TAX FREE (itnirawal, equal to £7-16-74. 
2 O per cent gross, where the Standard Rate of Tax applies @ 


MAXIMUM SECURITY 
* Any amount accepted up to £5,000 = 
* Income Tax borne by the Society * No depreciation 


Quen 26 years of progressive expansion « 
ASSETS NOW EXCEED £6,000,000 e 


Full particulars from the Secretary : STATE BUILDING SOCIETY 
30 State House, 26 Upper Brook St., Park Lane, London, W.1 Tel. : MA Yfair 8161 


low bes you waite flat foot? 


do you prescribe an external wedge on the shoes? | 











BUT the wedges soon wear away; and very 
often the child is made to feel self-conscious 
because his shoes look different from other - 
children’s. Ps 

Surely it’s more logical to have a wedge huilt-in _ 
between the inner and outer sole—invisible, and 
completely unaffected by wear or repair of the 
shoe. That is how Start-rite INNERAZE shoes 
are made; why they are the only practical 
solution to this problem. 


Information from Mr. W. J, Peake, James Southall 
& Co. Lid., Crome Road, Norwich 


(1 NNER f_) 


“Tnvisible Wedge Shoes by START-RITE 


(who make the finest children’s shoes of all types 
Inneraze Shoes are supplied only against medical prescription 
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FEMERITAL 


Specifically designed for the relief of primary dysmenorrhoea 
% Uterine spasmolysis from Dibutamide 
% Analgesia from phenacetin and salicylamide 





% Elevation of mood from caffeine 


M.C.P. PURE DRUGS LIMITED, 86 STRAND, LONDON, W.C.2 











OINTMENT 
CAPSULES 
LIQUID 


ECZEMA 
VARICOSE ULCERS. 
FURUNCULOSIS 


It has been shown bevond question by 
large scale serum-lipids A that a 
gee proportion of patients suffering 
rom intractable skin congninns have a 
deficiency of the essential fatty acids. It 
is not possible to carry out these studies 
in everyday a but any patient with 
eczema or unculosis who fails to re- 
spond to symptomatic treatment should 
most certainly be tried with essential fatty 
acids * F99."" A high proportion of these 
— will be found to respond. 

gravitational ulcers. where the skin is 
“under-nourished.”” the application of 
additional essential fatty acids rarely fails 
to heal the wound 


Literature on request 





Diagnosis: Obstinaie 
eczema of the fuce. 
Photograph taken before 
treatment with ~ F99." 


Photograph taken after 
18 weeks’ treatment with 
one **F99” capsule und 
one application of * FY9™ 
ae ointment daily. 





INTERNATIONAL LABORATORIES LTD., Depi. PR46, 205 HOOK ROAD, CHESSINGTON, SURREY 
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The Medica! Service of the Royal Navy 
VACANCIES FOR MEDICAL OFFICERS 


Candidates are invited for Short Service Commissions of 3 years, on termination of 
which a gratuity of £600 (tax free) is payable. Ample opportunity is granted for 
transfer to Permanent Commissions on completion of one year’s total service. Officers 
so transferred are paid instead a grant of £1,500 (taxable). 


All entrants are required to be British subjects whose parents are British subjects, 
medically qualified, physically fit, and to pass an interview. 

Full particulars from the Admiralty Medical Department, Queen Anne's Mansions, 
St. James’s Park, London, S.W.|. 





rostye 
























THE PRACTITIONER 











“Doctor, can you help 


me to sleep better?” / 
“ 





a ; : 
THe pATIENT who complains of uneasy sleep 
is often one of the doctor’s most troublesome 
problems. 

The beneficial effects ot a w arm food drink 
at night are well established, and manv doctors 
recognize Horlicks to be the ideal night cap. 

Horlicks is partially predigested and is suit- 


able for patients of all ages. 


In menopausal disquietude ... 


Hexital 


TRADE MARK 


TABLETS 


combat nervous 
and endocrine symptoms 
simultaneously 


@ Well-tolerated 
@ Convenient 


@ Economical 


xoestro! 3 mg. Phenobarbital 20 mg. (1/3 gr) 


Ortho Pharmaceutical Limited 
High Wycombe - England 














when the clinical problem is a “common” infection 





blood 


Orally effective 
considerably higher than with other anti- 
biotics; retained in the body for as long 
as 24 hours 

Widely bactericidal - 
prevalent pathogens 


concentrations 


clinically 
gram-positive and 


against 
some gram-ne¢ including many re- 
sistant to other antibiotic Ss. 

Clinically practical 
in the majorit ol 


gative 
prompt response 
common intections: 
gastrointestinal tolerance 


high; no diffic 


exceptionally 
ilties of cross-resistance 


with commonly used antibiotics, 


Ue 


SOFT TISSUE * EAR «+ SYSTEMIC * 
INTESTINAL * URINARY TRACT °* 
RESPIRATORY TRACT 
é 
oo 


Adults: 500 mg. every 12 hours. Children: 


15 mg./Kg. of body weight per day, in 
divided doses every 6 or 12 hours. 





Supplied: Albamycin Tablets, 250 mg.. 
bottles of 16 and 100, Albamycin Syrup 
125 mg. per 5 cc. teaspoonful), bottles 
of 2 fluid ounces. 


* TRADEMARK FOR UPJOHN'S BRAND OF NOVOBIOCIN 


i 
Upjohn | Fine pharmaceuticals since 1886 
] 


UPJOHN OF ENGLANDLTD* CRAWLEY * SUSSEX 


eye-ear ointment 


Each gram contains 
Hydrocortisone acetate 

15 mg. (1.5%) 
Neomycin sulphate 
Supplied: 1 drachm tube 
with applicator tip 


Neo-Cortef 


neomycin for infection 
hydrocortisone for inflammation 





eye-ear drops 


Each cc. contains 
Hydrocortisone acetate 
15 mg. (1.5%) 
Neomycin sulphate 
Supplied: As a 5 cc 
‘ sterile suspension in a sealed 


bottle with a dropper 
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“an approach to the ideal is provided < 
by a slowly dissolving antacid tablet which 5 A 
is lodged between the gum and c heek. Thus, with aay : 
each act of swallowing, alkali is carried down over y 
the gullet to the stomach, It is remarkable how littleis § 

the quantity needed to depress effectively the 
concentration (pH) of gastric HCl. The 

first such tablet (‘nulacin’). a 

Practitioner, January, 1957 
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NULACIN = 


THERAPY ==" 


—Simple, safe, effective vom 

. ’ ‘ : lo —— tree HCL 
A Nulacin tablet effectively depresses the con- GASTRIC ANALYSIS 
centration of gastric HCl in peptic ulcer and nests + 2 we th 1+ 1d woe 2b 24 Swe 34 
other conditions of hyperacidity. It also provides f : Gea 
protection against gastric HCI to the otherwise 
inprotected oesophageal wall and in such con- 
ditions as oesophagitis and hiatus hernia. 





























SUPPLY. Nulacin tablets may be prescribed 
on E.C,10. The dispensing pack of 25 tablets is i 
free of Purchase Tax. (Basic price to N.H.S.: by] fy ear ted [Wres: 
2/-). Also available in tubes of 12. Spabe pope Fed a 


























» =HORLICKS fet VISTA 


LIMITED Gucme kee 
Pharmaceutical Division, Slough, Bucks., England 
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JAncestral habits... 


What with fighting Roundheads 
and for ever combing his own long, 





tangling locks, the Cavalier was altogether 
- much concerned with heads and _ hair. 

And dandruff was no doubt equally the 
bane of his life as ours. 

The Cavalier’s vade mecum ollered 
him no remedy for his aristocratic 
irritation. But today the old and familiar 
trouble has been mastered by SERO- 
DERM, the creamy Cetrimide Shampoo 
specifically for dandruff. 


e 


perhaps the most valuable 
recent addition to therapy (of scurf 
or dandruff) has been the introduc- 
tion of detergents such as cetrimide, 
which may be used alone or be 
incorporated in shampoos, soaps or 
lotions.’* Brit. Med. J., 2 (1956) 92. 





Seboderm contains 15.6% of 
Cetrimide B.P., the quaternary am- 
monium compound prescribed as most 
ellective against dandruff. Normally a 


single weekly treatment is sufficient to 





establish complete control. 


SeboSerm masters Dandruff 


Professional sample will be gladly sent on request 


PRIORY LABORATORIES LIMITED 


WEST DRAYTON MIDDLESEX 
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EAR WAX 4 


Removed this easy way 


The removal of wax from the external 
auditory meatus has, in the past, 
normally entailed attendance by the 
patient for diagnosis and for the 
prescription of a suitable loosening 
agent, and a second attendance a few 
days later for syringing. 

Now, by the use of Cerumol Ear 
Drops, wax can be removed in most 
cases at one visit. A few drops of 
Cerumol can be instilled into the ear 
and, while another patient is being 
attended to, the soft cerumen dissolves 
and the harder wax disimpacts. The 
wax can then be removed by gentle 
syringing or with cotton wool. The wax may even 
be found to run out of the ear on its own accord, 

in which case patients themselves may instil 
Cerumol at home, obviating further attendances. 
Cerumol is anti-bacterial, non-irritating and harmless 
to the lining of the external auditory meatus or the 
tympanic membrane. 

Cerumol is included in Category No. 4 of the 
M.O.H. classified list and may be 

prescribed on N.H.S. Form E.C.10. 


& 


CERUMOL EAR DROPS 


for the easier removal of wax 


6 


PACKS For Surgery Use: 





If you wish to test for yourself and have not received recently a ye shad aie 
10. ¢.c. vial please write or telephone direct to: (Basic N.H.S price 2/8) 
LABORATORIES FOR APPLIED BIOLOGY LTD., for Hospital “Use: 2 02. 
91, AMHURST PARK, LONDON, N.16 Tel: STA 2882 and 10 oz. bottles. 
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This graph illustrates the striking result of 

a clinical trial with 66 patients at Bristol ; 

recently published in the Lancet. It demon- 60 7 x rt 

strated how during antibiotic treatment 4 “ ‘« 

Enpac builds up resistant lactobacilli while [ » a x’ o \ 

reducing the number of staphylococci to “ 4 0 ‘. 

a low level. By contrast, when the anti- % a% 

biotic was used alone, lactobacilli dropped H 30 O = Lactobacillus Acidophites | 

to the low figure of 16°, whereas resistant j _ @ = Siepeytococes sures ‘* 

staphylococci flourished greatly at the high =} “12% 

level of 76%. I - eo 
: = = & = 
SUMMARY rearoemt 

Extract | “ It was found that the staphy- Period of Enpac Administration—9 days 





from the lococci increased in both 

: groups at the beginning of 
Lancet antibiotic therapy. Staphy- 
article lococci continued to increase 
on the | in the patients taking the anti- 
Bristo] | biotic alone, but in those 





rapidly established and continued 
to multiply. This followed the 
elimination of the normally non- 
resistant lactobacilli by the anti- 
biotic during the early days of 
treatment.” 














linica taking Enpac there was a pro- : 
as tri : nounced drop in numbers (Lancet, 1957, i, 899) 
ria ge 
following the initial rise. Samples and literature are freely 
Simultaneously, in this latter available to the medical profession 
group the lactobacilli were on request. 







LLOYD-HAMOL LTD. Sole Distributors, 
11, Waterloo Place, London, S.W.1. 
4 British product developed by 

Aplin & Barrett Ltd. Biologicals Division. 
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a gastric irritant 
Is aspirin ? 
* 


FURTHER RESEARCH has now been done into the irritant effects of aspirin 
upon the gastric mucosa. A detailed report on this work appears under 
the heading “Aspirin and Ulcer” in the B.M.J., July 2, 1955. 

The summary of the discussion appended to this report is as follows: 
“Aspirin is a serious gastric irritant, particularly in peptic ulcer patients.” 


Here is a further extract from the report: 

“In conclusion it is suggested that aspirin should 
never be given to patients with peptic ulcera- 
tion, or indeed to those who have any gastric 
intolerance to it, however mild. Such an in- 
struction should be given a prominent place in 
peptic ulcer advice charts, usually in place of 
much that could be safely left out. Some of 
these patients took aspirin on a full stomach 
only in powder form, with serious results, and, 


although this method almost certainly miti- 
gates its irritant effects, it does not guarantee 
immunity, Calcium aspirin does not have this 
irritant action unless it has deteriorated through 
standing, and it can be used with impunity, 
especially if prescribed in soluble form. This 
simple measure would, in our opinion, cut down 
significantly the incidence of haematemesis and 
exacerbations of ulcer symptoms.” 


SOLPRIN provides calcium aspirin in pure and stable form. 


CODIS i: ; compound tablet that provides codeine and 
phenacetin and calcium aspirin, in place of the 
ordinary aspirin in Tab, Codein, Co, B.P. 


Neither SOLPRIN nor CODIS is advertised to the public. 


RECKITT & COLMAN LTD., HULL & LONDON (PHARMACEUTICAL DEPT. BUBA) 











NILEVAR 





PROTEIN TISSUE BUILDING 

















NILEVAR 


For your problem patient, the patient who defies all 
efforts by just not getting well, the patient who really 
needs building up, NILEVAR opens up entirely new 
possibilities of practical treatment. NILEVAR is the 
first drug to promote protein building with really wide 


separation between this action and androgenicity. 


convalescence from polio, glandular fever, bacterial or 
virus pneumonia, severe influenza or other 
acute illness, 


chronic wasting disease such as anorexia nervosa, 
tuberculosis, or carcinomatosis, 


malnutrition or an obstinately under-weight condition, 


recovery after surgery, especially when 
progress is unsatisfactory, 


preparation for planned surgery, 
recovery phase of severe burns and traumata, 


putting on weight after premature birth, 


—then NILEVAR is INDICATED 














Poe 


dosage 


The suggested daily dose for a 
promptly discernible effect in the 
average adult is 30-50 mg, (3-5 
tablets); this should be adjusted 
to individual needs. If tablets can- 
not be taken, or if quick action is 
required, 25-50 mg. {1-2 ampoules) 
a day may be injected intramuscu- 
larly. Up to 100 mg. a day may 
be given, but at this level mild 
androgenic symptoms may be 
observed. 








4 Children: 


& 


The suggested initial daily dose is 

F 1-1.5 mg. per kilogramme of body 
precautions weight. In children who have 
not reached puberty, this dosage 
should be reduced to 0.5 mg. per 


known contra - indication to kilogramme of body weight after 
NILEVAR. NILEVAR should cay 


be given with caution in the 
5 presence of severe liver damage 
; or metastases. As NILEVAR 
: balance, no recommendation is 
made for its use in the acute 
phase of severe burns and 


traumata, but only during the chemistr yan d 
recovery phase. 


Waar 2, 


Prostatic cancer is the only 


Ber a tae 


mode of action 


pias iia AS DRA esis sahil ieoices 


NILEVAR, the SEARLE brand of norethandrolone, is a single steroid chemical 
substance, 17-a-ethyl-17-hydroxy-19-nor-androst-4-en-3-one. It is white, crystalline, 
comparatively insoluble in water but soluble in organic solvents. Nitrogen balance 
studies have shown that it tends to reverse negative nitrogen balance, and other experi- 
ments have demonstrated that the nitrogen retained goes into muscle protein. The exact 


mechanism of this process has not been fully determined, but there is no doubt that 


it happens. 














how supplied 


Tablets of 10 mg. in bottles of 25 and 
so tablets. 1 c.c. ampoules 

containing 25 mg. of NILEVAR in 
sesame oil and benzyl alcohol 


10°, v/v, in boxes of 6 ampoules. 


G.D. BERS oc co. LTD. 
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HIGH WYCOMBE ENGLAND 


NV: L107 
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pectone Heaton / 


T \MDAX encourages women to lead a 


normal life during the monthly period. The special 


lampax applicator, an integral part of tamponage, 
ensures correct placement in the upper end of the 
vaginal tract and prevents any handling of the tampon. 
The comfort and security afforded by Tampax helps 
to eliminate the “ invalid ” complex. 
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SANITARY PROTECTION 











Professional samples and 
literature will gladly be 
supplied by Medical Dept., 
Tampax Ltd., Belvue Road, 
Northolt, Greenford, 
Middlesex. 


WORN INTERNALLY 
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Ride-a-cock-horse today but tomorrow she will be in hospital. Her parents 
are putting their faith in medicine to make her well again. The doctors and 
nurses, in their turn, put their faith in British Oxygen equipment and gases. 
In thousands of cases, every day, British Oxygen equipment and gases are 
used to ease pain and to save lives, 


i) BRITISH OxYGEN 


BRITISH OXYGEN GASES LTD., MEDICAL DIVISION, GREAT WEST ROAD, BRENTFORD, MIDDLESEX 


Makers and suppliers of anwsthetic, analgesic and therapeutic equipment and gases 
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Do you demand that 
your ASTHMA 

therapy be = —" 
RATIONALLY Sympathomimetic dr 
BASED on : 
FUNDAMENTAL 
PRINCIPLES ? 






ISO-BRONCHISAN was first produced in 1953 and its modus operandi 


in bronchia! asthma demonstrates that, as in education so in therapy, the best is 
rationally based on fundamental principles. The outer layer of the Iso-Bronchisan 
tablet, containing Isoprenaline, is quickly absorbed from beneath the tongue affording 
rapid relief from bronchospasm. The core, containing ephedrine and theophylline, is 
then swallowed and slowly absorbed witha resulting sustained bronchodilation, 
thus combining well established immediate and long acting bronchodilators in one 
tablet. Prescribable on E.C.10. 
Each Iso-Bronchisan tablet contains |sopropyl-Nor-Adrenaline (lsoprenaline) sulphate. . gr. 
Ephedrine hydrochlor. ee - gr. i 
Theophylline F > a 3 gr. 2 
(Special tablets available for children.) 
Samples and literature available on request from 
SILTEN LIMITED + SILTEN HOUSE -: HATFIELD ~- HERTS 
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Whichever way you take it... 


BY MOUTH 


BY RECTUM 


Cafergot 
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as most patients do 


when there is severe 
nausea and vomiting 
early in the attack 


BY SANDOZ 


aborts the attack of migraine 


in more than 80% of cases 


TABLETS 


SUPPOSITORIES 





Sandoz Products Limited 
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Sandoz House, 
23 Great Castie Street, 


London, W.1 
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ALL you need for corticosteroid treatment 


Prednisolone (as acetate) 0.5 mg 


for low dosage 


steroid therapy 


« 


Predasin can provide relief 
from pain and stiffness 

in many rheumatic disorders 
with little, if any risk 

of side effects. 

Indications: 

Osteo-arthritis 

Muscular rheumatism 
Tenosynovitis 

Lumbago 


Myositis and neuritis 
In bottles of 50 and 500. 
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Some minutes after applica- 
tion the skin becomes flushed 
and there is a comforting feel- 
ing of warmth which persists 
for many hours. 


safe and effective 


RUBRIMENT containsa new substance, the 
benzyl ester of nicotinic acid, which gives a long- 
lasting rubefacient effect. Experimental studies 
have shown that even after prolonged and re- 
peated application no damage or irritation to 
the skin structure was caused. 

Ten minutes after application there is a feel- 
ing of warmth and the area becomes flushed. 


RUBGIMENG 


A new long-acting rubefacient— 


Rubrimeni relieves pain in 
such conditions as muscular 
rheumatism, fibrositis, strains 
and sprains. 











This redness is due to the dilation of the small 
cutaneous blood-vessels. Clinical reports have 
been received of the efficacy of Rubriment for 
relief in such conditions as muscular rheuma- 
tism, lumbago, fibrositis, strains and sprains. 
The immediate and prolonged vasodilatory 
action of Rubriment also provides relief for 
unbroken chilblains. 





Available in two forms Rubriment (2.5% 
nicotinic acid benzyl ester and 0.1°%, Capsicin) 
is available either as a cream or as a liniment, 
both of which are non-greasy. 

The cream is rapidly absorbed and needs 


only gentle application. It is supplied in tubes 
of 20 g. (approx.). Basic price to N.H.S., 2/2d. 
The liniment lends itself to massage, if this 
is required. It is supplied in bottles of 2 fl. ozs. 
(approx.). Basic price to N.H.S., 3/-. 








Directions for use One application per day has 
been found to be effective for the majority of 
patients, though a fresh application may be made, 








if necessary, at more frequent intervals. Rubriment 
is not advertised to the public and can be pre- 
scribed on E.C.10. 


RUBRIMENT Horlicks Limited 


PITARMACEUTICAL DIVISION 


SLOUGH BUCKINGHAMSHIRE 
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activity can be 
rapidly restored 


The well-being of many patients demands regularity in daily 


bowel movements. DULCOLAX, when taken in the evening on a full 
stomach in tablet form, will bring about a soft easy motion about 


ten to twelve hours later. In the form of a suppository it will 


act within the hour when inserted upon rising. This is achieved 
without side-effects or subsequent rebound constipation. 


The gentle action of DULCOLAX is most suitable for the aged. 


4,4'-diacetory-diphenyl-pyridyl-?-methane 
Manufactured and distributed in the UK. by Phiser Lid., Folkestone, Kent, for 
cC.H. Boehringer Sohn, tngeiheim am Rhein. 
* Regd. Trade Mark, 


Registered Proprietors of the Trade Mark, 
017/B 
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Front-line weapon 


Since its introduction, ‘ Ilotycin ’ brand erythro- 
mycin has established itself as a safe and potent 


oral antibiotic. Clinical experience has shown 


ee ee ee 


that it can play a vital part as a front-line 
weapon against a wide range of infections. 
‘Tlotyein’ has a_penicillin-like antibacterial 
spectrum, is powerfully bactericidal, has negli- 
rible effect on the normal intestinal flora, and é 





s fully effective by mouth. It has accordingly 
hecome the logical first choice after penicillin 
n the treatment of common infections. 

The average daily dose is 1 Gm., increased in 
severe infections. 

‘Tlotycin’ is available as Tablets of 100 mg. 
and 250 mg.: also as ‘ Ilotycin’ Paediatric and 
as ‘ Ilotycin Glucoheptonate ’ Intravenous. 


TLOTYCIN’ 








ELI LILLY & COMPANY LIMITED 
BASINGSTOKE : ENGLAND 
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and in correcting an iron deficiency anaemia, it 

to be noted that many iron salts give rise to 
rritation of the intestinal mucosa. Even for that 
ison alone Ferromyn (ferrous succinate) is the 
uitable method of administering iron; it is 
1bsorbed and has by far the highest utilisa- 

icient of the various tron salts available 

heen fully demonstrated to have a 

und haematological response in the 


ncy anaemias of pregnancy, 


FERROMYN 


for speedy oral correct on of all 
iron deficiency states 








ERROMYN TABLETS AND BLIXIK 


uN pei: 


Each tablet teaspoonful contains 








Ferrous Succinate 150mg 


EKROMYNS ‘B’ TABLETS AND ELIXIN 


ae ies 


Each tablet teaspoonful contains 


Ferrous Succinate 150mg 
Aneurine Hydrochloride Ime 
Riboflavin Ime 


Nicotinamide lOme 





ee] 


CALMIC LIMITED Crewe - Crewe 3251-5 
London: 2 Mansfield Street - Wi - Langham 3038-9 
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ST. ANDREWS HOSPITAL, NORTHAMPTON 


FOR NERVOUS AND MENTAL DISORDERS 
President—Tue EARL SPENCER 
Medical Superintendent—THOMAS TENNENT, M.D., F.R.C.P., D.P.H., D.P.M. 

This Registered Hospital is situated in 130 acres of park and pleasure grounds. Voluntary patients, who are 
suffering from incipient mental disorders, or who wish to prevent recurrent attacks of mental trouble; temporary 
atients, and certified patients of both sexes are received for treatment. Careful clinical, biochemical, bacterio- 
ogical and pathological examinations. Private rooms with special nurses, male or female, in the Hospital or 

in one of the numerous villas in the grounds of the various branches can be provided. 


WANTAGE HOUSE 


This is a Reception Hospital in detached grounds with a separate entrance, to which patients can be 
admitted. It is equipped with all the apparatus for the complete investigation and treatment of Mental and 
Nervous Disorders by the most modern methods; insulin treatment is available for suitable cases. There is an 

rating Theatre, a Dental Surgery, an X-Ray Room, an Ultra-Violet Apparatus, and a Department for 
Diathermy and High-Frequency treatment. It also contains Laboratories for biochemical, bacteriological, and 
pathological research. Psychotherapeutic treatment is employed when indicated. 


MOULTON PARK 


Two miles from the Main Hospital there are several branch establishments and villas situated in a park and 
farm of 650 acres. Milk, meat, fruit, and vegetables are supplied to the Hospital from the farm, gardens, and 
orchards of Moulton Park. Occupational therapy is a feature of this branch, and patients are given every facility 
for occupying themselves in farming, gardening, and fruit-growing. 


BRYN-Y-NEUADD HALL 


ij The seaside house of St. Andrews Hospital is beautifully situated in a Park of 330 acres, at Llanfairfechan 

amidst the finest scenery in North Wales. On the north-west side of the Estate a mile of sea coast forms the 
boundary. Patients may visit this branch for a short seaside change, or for longer periods. The Hospital has 
its own private bathing house on the seashore. There is trout fishing in the park. 

At all the branches of the Hospital there are cricket grounds, football and hockey grounds, lawn tennis 
courts (grass and hard courts), croquet grounds, golf courses, and bowling greens. Ladies and gentlemen have 
their own gardens, and facilities are provided for handicrafts, such as carpentry, &c. 

i For terms and further particulars apply to the Medical Superintendent (Telephone: No. 4354, three lines, 
| Northampton), who can be seen in London by appointment. 





THE SAFEST 
AND BEST 


PREPARATION 
OF OPIUM 
















| ‘A splendid 
nightcap 
and it’s 
nourishing too!’ 








Nepenthe contains all the constituents of opium and has 
been prescribed for over 100 years. It has been found by 
generations of practitioners to be the best preparation 
of opium as it does not cause the unpleasant after-effects 
usually attributed to opiates. It can be given over a 
considerable period and the effect remains invariably 
constant. 


injection in }-oz. rubber-capped bottles, sterile, ready 
for use 


NEPENTH 


———_ 





| 
| 
| 
Packed in 2-oz., 4-0z., 8-oz. and 16-oz. bottles and for 
| 





Bourn-vita is made 
from malt, milk, sugar, 
cocoa and eggs 






sy 
FERRIS & CO LTD 


BRISTOL 







sleep sweeter 


BOURN-VITA 


made by CADBURYS 
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NOW- 


a more grown- 
up food for the 
older baby 


JUNIOR 
VEGETABLE & 
| BEEF DINNER 








Heinz Junior Foods 


When baby becomes a little too advanced 
for smooth, strained baby foods, but is not 
quite ready to join in the family meals — he 
needs Heinz Junior Foods. 

These finely minced and chopped foods 
are specially designed to tide baby over this 
““in-between”’ stage. 

Like Heinz Strained Foods, Junior Foods 
are prepared from the finest ingredients and 
cooked under strictly controlled conditions, 
with the maximum retention of food values, 


HEINZ” 
Baby Foods 


H. J. Heinz Co. Limited, Harlesden, London N.W.10 
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| Working for the Nation's Children No. 16 





‘LITTLE LEMON’ 


‘Dogs’, said an Inspector of the N.S.P.C.C. 
‘really mean much to me and also to most of 
| my brother officers. Most of us have got 
one and we were concerned about Little 
| Lemon up there in the satellite. When you 
have had the trust and sometimes the help of 
| a dog, an incident like that makes you 
| think.’ 

In the Society we have known many an old 
dog, and puppies too, that have helped us in 
our work for children. Only recently I had a 
youngster aged 9 under notice who was head- 
| ing for trouble as he had committed a series of 
thefts which included a watch and a gramo- 
phone. I was asked to help his parents and I 
| came to the conclusion that the boy wanted 
some outside interest. So I brought him a 
puppy and it has made all the difference in the 
world to him. His parents are interested in the 
puppy too and you can often see all out walk- 
ing \Ogether. If ever a dog united a family 
and kept a lac out of trouble that pup has 
certainly done so. 

Cases like this—an actual case on the files 
of the N.S.P.C.C.—are dealt with frequently 
by the Society; for the scope of the Society’s 
work is very much wider than cases of 
| cruelty or gross neglect. If the Society can 

do anything at any time to help children 

whose welfare, happiness or future is in 
| jeopardy, it will do so. This vital humani- 

tarian work depends on your subscriptions 
| and support. 


Please send you contributions to the 


| 
N-S-P-C-C¢€ 
ROOM 103, VICTORY HOUSE, 


LEICESTER SQUARE, LONDON, W.C.2 


The N.S.P.C.C. helped nearly 
100,000 children last year 
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atarax’ 


HYDROXYZINE 





now available as 
25 mg. tablets 


In high and low dosage levels, Atarax is the 
safe approach in the treatment of mild anxiety 
states and psychosomatic manifestations. 


It does not affect mental performance or 
retard normal reactions, and because of its 
extreme safety, high dosage levels may be 
safely used when warranted by the severity of 
the condition. 








*Trade Mark : 
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DOSAGE AND ADMINISTRATION 


The dosage of Atarax may be varied widely depending on the 
condition of the patient. Atarax should be administered in 
divided doses throughout the day with meals. 


Adults: One 25 mg. tablet three or four times daily at 
appropriate intervals. More serious cases may require 
doses of 150 mg.-300 mg. daily. The dosage may be 
gradually decreased until the minimum effective mainten- 
ance dosage for the individual is reached. 


Children: From 3 to 10 years of age, one 10 mg. tablet or 
one teaspoonful of Atarax Syrup 3 to 4 times a day. More 
serious cases up to 100 mg. daily in divided doses. 


AVAILABILITY 


Atarax tablets are supplied in bottles of 20 and 100 in two 
strengths, each tablet containing 10 mg. or 25 meg. of 
hydroxyzine hydrochloride. Atarax is also available as syrup 
in bottles of 4 fl. oz. Each teaspoonful (5 ml.) contains 


| a 10 mg. hydroxyzine hydrochloride. 












(Pfizer) 


Manufactured at Sandwich and 
processed at Folkestone, Kent 
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HASTINGS and THANET — 


* Cestra Mask INVEST with SECURITY 


FOR SURGEONS AND NURSES NE . “TERM SHARES. 7” 


GIVE THIS FINE, RETURN © 


+ 2-§6-10-51 


PAID AT STANDARD RATE 


A leading 4. makes this attractive offer: £250— 
£5,000 can be invested at 33% interest, tax paid, the 
equivalent of a gross yield of over 6$% to anyone 
paying Income Tax at the Standard Rate. Withdrawals 
| at six months’ notice. 
Income Tax paid by the Society and your capital 
f remains secure without depreciation 
After many bacteriological experiments this mask was bo sap obligation — or —_ pe nes saciins, “Wa 
designed to arrest all droplets from the mouth and nose, | pre Apr man ve ne Fi 000 this = % 
and so to prevent contamination during operation. The | 2°49 4% savings schemes. £1—£5,000 accepted. 


“Cestra” Mask consists of four layers of fine dental | . 
Hastings and Thanet 


gauze. It fastens securely under the chin, has an air gap 
BUILDING SOCIETY 








Bacteriologically 
tested and 
specially designed 
for the 
prevention of 


droplet infection 





at the sides, is comfortable to wear for long periods and | 
may be easily sterilised. 


Obtainable from Chemists and Medical Stores 








MADE BY ROBINSON & SONS LTD. | Member of the Building Societies Association 
Wheat Bridge Mills, Chesterfield. Tel. Chesterfield 2/05 | r Established + 100 a - 
— ; Assets £23,000,000 serve Streng ,000,000 
London O :K B H , 229/231 High Holbo 
yg ee Tel. Holborn — Head Offices : HASTINGS end RAMSGATE 


Menufacturers of all kinds of Surgical Dressings LONDON: 99 BAKER STREET, W.1 











AMPHE TONE 


REGISTERED 





A GENERAL STIMULANT FOR THE 
CENTRAL NERVOUS SYSTEM 


For cases requiring a quick-acting general stimulant without increasing 
the patient's appetite, we consider Amphetone unique. It combines for 
the first time, Dexamphetamine Sulphate and Strychnine with Glycero- 
phosphates and members of the Vitamin B Group. The Dexamphetamine 
provides the convalescent with an immediate feeling of well-being, this 
being followed by the well-known tonic effects of the other medica- 
ments. Clinical reports have been excellent 

FORMULA Dexamphetamine Sulphate B.P.C., 1/12 grain: 
Strychnine Hydrochloride B.P., 1/60 grain: Calcium Glycero- 
phosphate B.P.C., 2 grains: Sodium Glycerophosphate B.P.C., 

2 grains: Aneurine Hydrochloride B.P., 1/30 grain: Nicotina- 

mide B.P., 1/4 grain: Riboflavine B.P., 1/60 grain: Syrup of 
Blackcurrant B.P.C., 2 fluid drms.: Water, to 1/2 fluid ounce. 


[ POISON | [| s4] 
Available in bottles containing 10, 20, 40, and 80 fluid ounces. Professiona 
prices, 5/3, 9/11, 16/8 and 30/4 each. Samples available on request. 
JAMES WOOLLEY, SONS & CO. LTD., VICTORIA BRIDGE, MANCHESTER 3 
n association with J. C. Arnfield & Sons Ltd. 


London Stockists: May, Roberts & Co., Ltd., 47 Stamford Hill, London, N.16 
Distributors for Northern ireland: Messrs. Dobbin & Stewart, 47-49 Earl Street, Belfast 


WA! 
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does the happiness of a family depend upon the moods of its 
youngest member ! 

Doctors, more perhaps than any other persons outside the family 
circle, are aware of the tensions and attendant ills that afflict 
members of a household in which the baby is a source of concern. 

Successful feeding makes for a happy healthy contented baby and 
we are grateful to the medical profession for their constant support 
in recommending Cow & Gate Milk Food. 


COW & GATE MILK FOODS 


5583 GUILDFORD SURREY 
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Becanty!| 


suppresses useless cough 








UNRELATED to morphine derivatives or guaiacol, and with none of 
their disadvantages, Becanty! suppresses useless cough. The active ingredient 
in Becantyl is sodium-2:6-ditertiary butylnaphthalene monosulphonate. 
This chemical, which does not cause constipation, anorexia, drowsiness or 
other side-effects, is the result of original research. 





SAFE AND EFFECTIVE 


The lack of side-effects and DOSES: 
high therapeutic margin of 


Adults; 2 teaspoonfuls 
safety makes Becanty] espe- 


: Children: 3-6 years: 4% teaspoonfui 
cially valuable for the treat- ~_ — — 

ment of useless cough in 7-15 years: 4-1 teaspoonful 
children and old people. three times a day or as prescribed 











BECANTYL is available in 4 fluid ounce bottles, and also in 40 and 
80 fluid ounce dispensing bottles. Basic price to N.H.S. for 4 fluid ounces 
is 3/- (2/4d. if dispensed from an 80 fluid ounce bottle). 


BECANTYL has no B.P. or N.F. equivalent, is not advertised to the 
public, and may be prescribed on form E.C.10. 


BECANTYL 


Literature and samples available 


from the Medical Information Department 


HORLICKS LIMITED 
PHARMACEUTICAL DIVISION - SLOUGH * BUCKS 
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PIONEERS IN PARENTERAL IRON THERAPY 
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A fly-hold for 


\ natural barrier in the human body, the 
mucosal block, is perhaps more difficult to 
overcome, It keeps a great many patients 
constantly on the verge of iron deficiency 
anaemia. When oral iron is administered to 
an anaemic patient and the Hb level rises, 
but the more it rises, the more etlective the 
mucosal block becomes—the more medicine 
is wasted. Body iron stores which buffer the 
cured anaemic patient against relapse remain 
depleted. But the natural barrier to iron, 
like the precipitous heights, can be overcome 
through muscle and good technique. 
Intramuscular iron by-passes 
the mucosal block. 


Sees) 














His Excellency 


High in the shattered cliffs, finely potsed over 
giddy depths, the ibex surveys his domain. He 
springs up and outward, his rust-grey bulk 
soaring over black-shadowed chasms . . . He 
lands, sends fragments tumbling, recovers in a 
flash and bounds smoothly away, down 
through rock-strewn passes to his evening 
pasture of sweet alprne herbs. Through 

nuscle and good technique, he overcomes the 
harriers created by Nature. 


imferon 


Trade Mark lron-Dextran Complex 
THE CERTAIN IRON THERAPY 


PRESCRIPTION INFORMATION Each 2m! 
ampoule of Imferon will raise the Hb about 

59 5 ml. about 6%), in an adult of average 
as well as contributing to the replenish- 
f body tron stores. Imferon is available m 
of 2 ml. and 5 ml. in boxes of 10 and 
5 ampoules respectively. A simple dosage 
alculator, and notes for nurses on intra- 
muscular injection techmque, are available or 
request 





BENGER LABORATORIES LIMITED - HOLMES CHAPEL - CHESHIRE 
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In the prevention of 


Post partum haemorrhage 





HYALASE 


Trade Mark 


“the spreading factor”’ 






with ergometrine 


BENGER 


BBNGER LABORATORIES LIMITED, HOLMES CHAPEL, CHESHIRB 





a 








ANNOUNCEMENTS 


















iron therapy for 


Precision 


the arthritic 


“‘The common association of an anaemia with rheumatoid 
disease has been recognised for many years...” 


Tron?—**}lood transfusions have been given 
with good results but improvement has been 
transient”. 


Oral iron?—"The prolonged administration of 
iron by mouth has not proved very effective” 


Intravenous ireon?—".. . the difficulty of giving 
such injections to patients with joint deformity 


is a drawback as well as the liability to cause 


unpleasant side reactions”. 


Intramuscular iron?— Clearly, an iron prepara- 
tion for intramuscular injection free from side 


effects and fairly rapidly absorbed would be a 
It is concluded that... . 
in the treatment of the anaemia of rheumatoid 
arthritis . intramuscular iron is as beneficial 
8 intravenous iron and easier to administer.” 
Ann. Rheum. Dis., 1956, 15, 51. 


Conec.a sion: 


vreat advantage 


A fall in haemoglobin is a common feature in 
arthritis and its restoration to normal is an 
essential part of the treatment. Restoration of a 
normal haemoglobin level can be quickly and 
surely achieved with Imferon, 


PIMFE LON pecsccen ome 


{ sancen ) Pioneers in Parenteral ron Therapy 


TRADE MARE 


Benger Laboratories Limited, Holmes Chapel, Cheshire 
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REMEMBER AURALGICIN: 


in children and adults, it relieves pain rapidly — and safely 





The ephedrine in AURALGICIN produces decongestion, Combined with anhydrous 
glycerin, it reduces pressure—and relieves pain. Discomfort from irritation and 
pain is entirely eliminated by the dual analgesic etiect of benzocaine and chlorbutol. 
Potassium hydroxyquinoline sulphate not only takes care of a wide range of 
pathogens but, together with glycerin, provides an effective barrier against re-inva- 


sion. Presentation: In bottles containing 12.5 ml. Price (Basic NHs): 2/9 per bottle. 


be ready with Auralgicin ; 


SEnGER BENGER LABORATORIES LIMITED HOLMES CHAPEL CHESHIRE *Trade Mart 
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a penicillin-V with 
the better performance 


* more soluble than the free acid 
* produces higher blood levels 


* quicker onset of action 


Available in tablets of 60 mg. and 120mg. 
Literature aud further information gladly sent on request. 
BOOTS PURE DRUG CO. LTD., NOTTINGHAM, ENGLAND 





ODP elie wiht. Se 





A 68 THE PRACTITIONER 


——— CTIA Se rm 





















The use of MERCLORAN*, a potent 
mercurial diuretic for oral administration, 
greatly simplifies the problem of maintaining cardi 
patients in the oedema-free state. Well-tolerated 
with no loss of effectiveness on continued 
usage, small doses of MERCLORAN given 
throughout the day maintain a steady 
water and electrolyte balance. 





to relieve the burden of 


excess fluid 





MERCLORAN 
EMP LETS* (enteric coated tablets 
Chlormerodrin N.N.R.) 

In bottles of 25 and 250 
also MERCARDAN* for 


r ral use. 
* Trade Mark Parenteral 








MERCLORAN 
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“ven” PARKE, DAVIS & COMPANY LTD. (inc. U.S.A.), HOUNSLOW * MIDDX Tel: Hounslow 236! 
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SULPHATHIAZOLE 


SULPHADIAZINE 





Introducing 
SULPHAMERAZINE 








‘STREPTOTRIAD 


d 


trade mark br 


STREPTOMYCIN / 


TRISULPHONAMIDE 








STREPTOMYCIN 





*k COMBINED ACTIVITY OF 3 POTENT SULPHONAMIDES WITH 
STREPTOMYCIN FOR THE TREATMENT OF BACILLARY DYSENTERY 


k THE SYSTEMIC ACTION OF THE SULPHONAMIDES HAS A RAPID 
EFFECT ON THE ACUTE PHASE OF DYSENTERY 


sk THE UNABSORBED STREPTOMYCIN IS EFFECTIVE IN THE GUT 


LITTLE LIKELIHOOD OF SIDE-EFFECTS BECAUSE MIXED 
SULPHONAMIDES ARE USED 


‘Streptotriad’ is presented as pink uncoated tablets cach 
containing streptomycin 65 mg. (in the form of the sulphate) 
sulphathiazole 100 mg., sulphadiazine 100 mg. and sulpha- 


merazine 65 mg. 
Detailed information is available on request. 


MANUFACTURED BY @ & BAKER LTD 
MA4677 


| ECC EC CECE CAZEA@QAQZAQAQA0.AQn0240acécAEEEG ccc 


DISTRIBUTORS: PHARMACEUTICAL SPECIALITIES (MAY & BAKER) LTD - DAGENHAM 




















A 70 THE PRACTITIONER 

















THE VALUE of * Ovaltine’ for the pregnant 

and nursing mother has long been 
recognized by physicians. This delicious food 
beverage has many qualities which make it eminently 
suitable for inclusion in the mother’s diet. 


‘Ovaltine’* contains malt, milk, cocoa, soya, eggs 
and added vitamins. It provides concentrated 
nutriment in a palatable form which appeals to the 
most capricious appetite, and it is easy to digest and 
assimilate. In addition, it stimulates the 

supply of breast-milk and helps to keep the mother 
strong and healthy during the nursing period. 


You can confidently recommend your patient 
to take ‘ Ovaltine’ during pregnancy and when 
she is breast-feeding her baby. 


M.401 


T VITAMIN STANDARDIZATION PER OZ.: 
VA I j i \ Vitamin By, 0.3 mg.; 
Vitamin D, 350 i.u.; Niacin, 2 mg. 


A. WANDER LIMITED, 42 Upper Grosvenor Street, Grosvenor Square, London W.1. 





Manufactory, Farms and ‘Ovaltine’ Research Laboratories: King’s Langley, Herts. 
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VIMALTOL 





= We ¢ » A QUALITY PRODUCT OF 
~~ *y MODERN 


NUTRITIONAL SCIENCE 


IMALTOL’ is a concentrated 

vicamin food. formulated by and 
prepared under the control of the 
‘Ovaltine’ Research Laboratories— 
which are actively investigating prob- 
lems in nutrition and dietetics. They 
bring to its manufacture a high 
degree of scientific knowledge and a 
meticulous standard of hygiene. 


‘Vimaltol’ contains malt extract, 
yeast, halibut liver oil and iron. 
Every ingredient used is rigidly tested 
for purity and quality, the final pro- 
duct being accurately standardized 
for vitamin content. 


In addition to its vitamins, ‘Vimaltol’ 
provides valuable nutrients of un- 
doubted assistance to infants, fast- 
growing children, nursing mothers 
and to those whose diet is inadequate 
or unbalanced. It helps to build up 
strength, weight and the natural 
powers of resistance. Vimaltol’ is 
highly palatable-a decided advantage 
when recommending it for children. 


4 Product gk a of the ‘Ovaltine’ Research Laboratories 


“) 
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M376 


Samples 
on physicians’ request 
to Medical Department 


A. WANDER LIMITED 
42 Upper Grosvenor Street, 
Grosvenor Square, London, W.1. 
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The order of the day... 


*LANOXIN’ for maintenance therapy 


It never varies in potency. 

It is taken each day, not intermittently. 
Over-digitalisation quickly subsides because 
of rapid excretion. 


‘LANOXIN.. 
unfailing 


D I G Ox Zz NW control 


ha’ BURROUGHS WELLCOME & CO. (The Wellcome Foundation Lid.) LONDON 
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influenza and the stomach 


It is suggested* that gastric complications of “Asian 
flu” are aggravated by the use of aspirin. Even if 
this has not been proved, it is wise to avoid any risk 
of stomach irritation when treating febrile patients. 


Paynocil contains chemically unmodified aspirin, but 
this is blended with glycine to give instant dispersal 
and prevent gastric irritation. 


Paynocil tablets are pleasant to take. They disperse 
instantly pn the tongue and need no water, no 
chewing, ho swallowing whole, and no disguising. 


t 
, 
' 
t 


* Brit. med. F., ii, 762, 1957 





__~non-irritant, 
= a quick-dispersing 


ANALGESIC & ANTIPYRETIC 





FOR ADULTS FOR CHILDREN 
















= 
PAYNOCIL . Junior PAYNOCIL 
EACH TABLET CONTAINS ~ EACH TABLET CONTAINS 
Acetylsalicylic acid ........ 10 grains - Acetylsalicylic acid ........ 2) grains 
Aminoacetic acid........... 5 gtains Aminoacetic acid.......... 14 grairs 
o 
PACKAGES in sealed foil strips : ~ PACKAGES in sealed foil strips : 
Cartons of 18 / 3 Cartons of 20 3 
Dispensing packs ; x Dispensing packs . 
of 240: Sas of 240: 
basic N.H.S. es * basic N.H.S. 
cost (tax free) 21/8d. © cost (tax free) 12/- 


601 /65(68)/2 


CG. Le BENCARD LTD. PARK ROYAL, LONDON, N.W.10 
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ROMILAT 


(dextromethorphan) 





| the truly specific 





Cough Suppressant 


Syrup: 100 c.c. and 500 o.c. 
Tablets: 20, 100 and 200 


‘Romilar’ Expectorans syrup: 100 c.c. and 500 oc. 


ROCHE PRODUCTS LIMITED - 15 MANCHESTER SQUARE - LONDON, W.1 
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THE MONTH 


‘So much to do, so little time in which to do it’ might well be the general 
practitioner’s winter paraphrase of Cecil Rhodes’ famous last words. This 
year the much publicized Asian influenza has ensured that 
The the winter rush has begun even earlier than usual, and it is 
Symposium with some anxiety that the profession considers the possibility 
of its returning in a more virulent form before the winter is 
out. It is therefore meet that the introductory article in our symposium this 
month on ‘Winter Ailments’ should be devoted to an authoritative review 
of ‘the epidemiology and control of influenza’ by Dr. J. C. McDonald, the 
epidemiologist to the Public Health Laboratory Service. The other articles 
in the symposium deal with many of the other problems which the prac- 
titioner encounters at this time of the year. We would draw particular 
attention to Dr. Naish’s review (p. 666) of what he describes as the ‘highly 
controversial’ subject of continuous antibiotic therapy for chronic bronchitis. 
Antibiotics are clearly not the answer to the chronic bronchitic’s prayer and 
the onus is on the practitioner to decide in which particular case they may 
be of value. When used with indiscriminate enthusiasm they can be as 
potent for evil as for good. 


IN our symposium on ‘Home Care and Nursing’ (The Practitioner, July 
1956), Dr. A. Elliott, the county. medical officer of health for Kent, gave an 
account of the family help and night attendant services in 
Child Help his county. From this notable experiment there has now 
Service developed a child help service. The origin of this was the 
finding that the experience of the family health service 
showed that some 10 per cent. of the families looked after had such low 
standards that they could be classified as problem families. The main cause 
of their low standards was the mother’s ignorance of basic housewifery arts 
associated with her incapacity to learn from her own experience. The basis 
of the new service is that a helper is provided for the family whose duty is 
to help the mother to get her home in order and then to train her how to 
run it efficiently. 

In his recently published report on the first year’s working of this service, 
based upon the experience with 18 families, Dr. Elliott is able to show that 
the service has amply justified itself. Perhaps the most important lesson 
learned from this trial run is that ‘the best type of women to employ in 
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these cases are middle-aged married women who have brought up children 
of their own and belong to the same broad social group as the family they 
are trying to help’. This practical contribution towards the solution of one 
of the most pressing problems of the day deserves the most careful con- 
sideration by all concerned with coping with it. Dr. Elliott is to be con- 
gratulated on his initiative and we would particularly commend to those in 
authority his comments on certain modern trends in this field. ‘It is too 
frequently accepted in the modern scene that social work, to be done 
properly, demands university training, yet . . . experience has shown that 
domestic help workers, drawn from the unskilled and artisan classes, have 
in many cases revealed admirable qualities of compassion, sympathy, and 
understanding and, even more important, have shown an eagerness to 
undertake tasks beyond the provision of domestic help where these qualities 
could be exercised in a practical form’. 


WritINc from Main Street, New Rochelle, a suburb of New York, Dr. H. R. 
Seidenstein (N.Y. St. 7. Med., 1957, 57, 2827) gives an analysis of his work 
as a general practitioner, which illustrates well the differences 
Main Street and the similarities in general practice on the two sides of 
Medicine the Atlantic. During the course of one year he saw over 
3000 patients, involving over 8000 visits. Most of these 
visits were of patients to his ‘office’. His ‘home calls’ averaged only four a 
day, though this covered a range of from none to 21 daily. An interesting 
feature of his report is that 6 per cent. of all visits and 20 per cent. of the 
2,413 surgical visits were for ‘derangements of the female reproductive 
organs’. These included 4g patients with pelvic inflammatory disease, 
45 with ‘uterine and vaginal disorders’ and 56 with menstrual disorders. 
In addition, there were 26 women with menopausal disturbances. There 
were 23 cases of malignant disease. Respiratory disease headed the list of 
medical conditions (goo patients, of whom practically 800 had upper 
respiratory infections or tonsillitis). There were 67 patients with allergic 
conditions, and 382 were seen for ‘check ups’. In contrast he had not a 
single case of acute appendicitis during the course of the year. 

As Dr. Seidenstein points out, statistics such as his never solve medical 
problems, but they do ‘point the way to those who are charged with 
furthering the interest of the greatest number of our fellow men’. The 
first and most important lesson to be learnt from statistics such as these 
is ‘the need for further practical medical training rather than for more 
intensive theoretic medical training’. Equally cogent is Dr. Seidenstein’s 
final comment: “The family doctor must do a general practice if he is to 
make a decent living, for, if he is cut off from obstetrics, gynecology, from 
minor surgery, from pediatrics, trom psychiatry, he is left with a dis- 
membered family incapable of supporting him. The family is then com- 
pelled to seek more expert and hence more expensive attention for the 
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trivialities now cared for in general practice. Men don’t mind paying large 
sums for large favours, but in my opinion nothing raises the hue and cry 
for socialized medicine as rapidly as heavy costs for small favours’. 


THE belief on the part of some patients that all skin disease is due-to work 
is ‘the great “dermatitis myth’’ of the twentieth century and the Welfare 
State’, according to E. M. Donaldson (Rehabilitation, Autumn 
The 1957, p- 36). Further, ‘the present system of “compensation” 
‘Dermatitis under the Industrial Injuries Act tends to perpetuate this 
Myth’ fallacy, and gives rise to much needless misery and anxiety’. 
This is a perpetually recurring complaint on the part of 
dermatologists who, as Dr. Donaldson rightly points out, ‘were early 
advocates of the plurifactor concept of the causation of disease which is 
now widely accepted in the other fields of medicine’. In other words it is 
‘a misleading and oversimplification to ascribe any skin disorder to a single 
‘“‘cause”’’. This, combined with the fact that ‘dermatitis’ has come to mean 
‘industrial dermatitis’ to many workpeople, is responsible for much of the 
current unjustified invalidism and consequent unnecessary payment of 
compensation. 

In perpetuating this unfortunate state of affairs ‘the medical profession 
is far from blameless’, according to Dr. Donaldson, ‘and is responsible for 
much doctor-made disability, often the result of unconsidered opinions in 
the rush of busy general practice’. Neither are factory doctors free from 
blame. It is they who have to examine patients claiming injury benefit for 
‘dermatitis’. ‘Some, with more valour than discretion—come to a hasty 
decision usually giving the claimant the “benefit of the doubt”’. The 
dermatologists have clearly good grounds for appealing for more cooperation 
from their colleagues in their efforts to eradicate this particular myth of the 
Welfare State. 


No rational being will disagree with the admirable Chestertonian sentiment: 
‘And Noah he often said to his wife when he sat down to dine, 

“I don’t care where the water goes if it doesn’t get into the wine’’’. 

The trouble today is that too many Noahs ‘don’t care where the water 

goes’ irrespective of the use to which it is being put. The re- 

The Water sult is that, according to what many experts regard as an ultra- 

Problem conservative official estimate, by 1970 the demand for water 

will be twice the amount consumed in 1938. The rate at 

which consumption is rising is well illustrated by the figures for the average 

consumption per head of the population per day. In England and Wales 

this rose from 32.5 gallons in 1938 to 46 in 1956. Scotland was even more 

extravagant, the comparable figures being 53.1 in 1938 and 61.4 in 1956. 

What the ultimate figures may be is indicated by the fact that in the United 
States averages of over 100 gallons per head per day are common. 
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If the views expressed at the conference on ‘water and its abstraction in 
relation to fisheries’ arranged by the Salmon and Trout Association last 
month are any guide, the water industry does not seem to be unduly 
perturbed, its view being that adequate water is available provided the 
finance is available. The effect of this upon fisheries—and after all, the 
health of the fish is as good a guide as any to the purity of a river—and 
upon the taxpayer’s pocket were given relatively scant attention. One 
fallacy underlying many of the discussions on this subject is that there is a 
direct correlation between rising consumption of water and a rising standard 
of living. Medically, the correlation is by no means so clear. Indeed, there 
is good evidence for the argument that in this country we are becoming 
too bath-minded. What seems to be forgotten is that over-washing of the 
skin can do harm, even if not as much as under-washing. For the ordinary 
town- dweller there is no medical justification for the daily hot bath. It may 
be wsthetically pleasing and comforting, but nothing more. A bath a day 
will no more keep the doctor away than will an apple a day. 


Ir was a sign of the times when, in 1950, the Royal Society of Medicine 
inaugurated a Section of General Practice. This has gone from strength to 
strength and has proved of untold benefit to those general 
Royal Society practitioners who have joined the Section. The discus- 
of Medicine sions at the monthly meetings of the Section cover a 
wide variety of subjects, all of practical interest to the 
family doctor. As is the case with all the Sections of the Society, space can 
be found in the Proceedings of the Society for reports of only some of the 
meetings. We have therefore gladly acceded to a request from the Section 
that we should publish reports of all their meetings in The Practitioner, and 
the first of these, consisting of a summary of Dr. John Hunt’s presidential 
address, will be found on p. 712. In providing this new service for our 
readers our aim is to further the dissemination of the wealth of clinical 
knowledge which is to be found in the archives of general practice. 


THE publication this month of Dr. Sydney Stillman’s article on ‘Probenecid’ 
(p. 719) marks the completion of the first ten years of the series of articles 
which we have published under the title of ‘Current 
Current Therapeutics’. The series has established itself as one of 
Therapeutics the most popular items in The Practitioner, and the 120 
articles in the series provide one of the most comprehensive 
guides in existence to the advances in therapy during the last decade. It is 
clear from the letters and comments that we have received from our readers 
that this series continues to subserve a useful function, and we are therefore 
proposing to maintain it. In order to enhance its value, and in response to 
many requcsts, a cumulative index of the first 120 articles is being prepared 
and will be available early in the New Year. Copies of this cumulative index 
will be sent post free to all readers who order a copy. _ 











THE EPIDEMIOLOGY AND 
CONTROL OF INFLUENZA 


By J. C. McDONALD, M.D., D.P.H. 
Epidemiologist, Public Health Laboratory Service 


IN the past, many diseases have been controlled without full understanding 
of their epidemiology, but we should probably be unwise to count on the 
discovery of some antibiotic or new method of air hygiene to provide a 
short cut in influenza. Almost no progress was made with the problem 
until the discovery of the influenza viruses by Shope (1931), and Smith, 
Andrewes and Laidlaw (1933). Since then it has at least been possible to 
sort out which pieces belong to the influenza puzzle and which do not, and 
although the picture is far from complete many pieces now appear to fit 
together. The clinical differentiation of influenza-virus infections from acute 
respiratory illnesses due to other agents is so difficult that many observa- 
tions made in the pre-virus era have little value. Work on the etiological 
agent has been more necessary in influenza than in almost any other disease, 
as the complex character of influenza viruses is so closely related to their 
epidemiological behaviour. - 
HISTORY 

Influenza is probably a very old disease. Greenwood was of the belief that 
epidemics of influenza could be traced fairly accurately for at least two 
hundred and fifty years but he acknowledged that the method of diagnosis 
used in historical studies was similar to that recommended by a cynical 
naturalist for distinguishing rooks from crows: ‘If you see three or more 
they are rooks, if only one or two they may be crows’. The close association 
that exists between the level of National Insurance sickness-claims and the 
prevalence of influenza-virus infections suggests that this crude method 
may be more reliable than one would expect. Epidemics of various propor- 
tions have been recorded every few years, with more serious pandemics at 
irregular and longer intervals. After the pandemic of 1847-48 there was 
apparently little influenza in Britain until that of 1889-92, but since then 
mortality attributed to it has remained at a much higher level. The 1918-19 
pandemic struck the country in three waves, the first of mild influenza in 
June 1918, followed by waves with high mortality in October 1918 and 
March 1919. It is estimated that 25 to 30 per cent. of the population had 
influenza at least once during this period and 2.5 per cent. of those attacked 
died. Since 1918 the general trend of influenza mortality has been down- 
ward but moderately severe epidemics have occurred every four to eight 
years, the most recent associated with virus A being in 1937, 1943 and 1951, 
and with virus B in 1946 and 1954. In intervening winters the prevalence has 
been low but infection due to these viruses has never been quite absent. 
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iq INFLUENZA VIRUSES, 
Three separate types of influenza virus, A, B, and C, are known and some 
would assign the letter D to another agent, the Sendai virus. These viruses 
have certain biological characteristics in common but are antigenically quite 
distinct and the diseases they cause have their own peculiar epidemiological 
patterns. Infections due to type C and Sendai virus are probably of negligible 
public health importance and, although type B was responsible for fairly 
big epidemics in 1946 and 1954, most influenza epidemics, mild, moderate 
and severe, are due to type A. The prominence of this virus type is prob- 
ably due mainly to the frequent antigenic changes which it undergoes. 
Strains isolated since 1931 can be grouped in four families (Jensen, 1957). 
Antigenic differences within these families are minor compared with those 
between families. The first family has as its only representative the swine 
influenza virus which, though never isolated from man, is possibly related 
to strains prevalent in 1918 and immediately thereafter. The next family, 
with the PR8& strain as its prototype, was prevalent from 1933 to 1943. In 
1946 a third family—the FM1, or A prime, strains—appeared and has con- 
| tinued to cause disease until the present time. This family has been very 
| fully studied and includes such named varieties as Scandinavian, Liverpool, 
Eire ’55, and Dutch ’56 strains. A new family of Far East (FE) strains 
appeared in Asia early in 1957 and has since spread rapidly to most parts 
of the world, causing attack-rates of the order of 30 per cent., and infecting 
an unknown but probably high proportion of the remainder. The way in 
which these minor and major antigenic changes are brought about is not 
known but, whatever the mechanism, the survival of new variants is obvi- 
ously favoured by natural selection. There is no evidence so far of any 
limit to the number of antigenic variations of which virus A is capable. 
Minor changes may be almost infinite but it remains to be seen whether 
this is equally true of major changes, as for example between the FM1 and 
FE viruses. The observation by Mulder (1957) that sera from persons over 
the age of 80 years contained antibody to the new FE virus is therefore 
of the greatest interest. If confirmed it would suggest that the FE virus 
is possibly related antigenically to virus prevalent ‘during the pandemics 
of 1889 to 1892. 


HOST AND ENVIRONMENT 
It is now generally appreciated that many illnesses called influenza are not 
caused by influenza virus. Most epidemics of influenza investigated since 
1932 have apparently been due to either virus A or virus B but, although 
influenza-like illnesses still occur between epidemics, evidence of infection 
with these viruses is very rarely found. Since specimens from only a minute 
proportion of acute respiratory illnesses are sent to a laboratory one need 
not conclude that influenza-virus infections are absent from the country 
between epidemics. Furthermore, many infections are symptomless and 
only a minority give rise to typical influenza. Where special efforts have 
been made to look for influenza out of season, sporadic cases have been 
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found (Commission on Acute Respiratory Diseases, 1948; Public Health 
Laboratory Service, 1957). 

It is characteristic of the disease that, even in closely related and appa- 
rently similar communities, infection and illness rates vary considerably. 
Evidence on what is responsible for these differences is scanty but immunity 
is undoubtedly an important factor. Several investigations have shown that 
people with quite low levels of circulating antibody are less likely to become 
ill with influenza than those without. The protection is not complete, for 
second attacks of influenza within a few months of the first are not un- 
common, but it seems probable that the proportion of persons in a com- 
munity with some degree of immunity may largely determine whether 
infection spreads or dies out. It is often stated that immunity is of short 
duration but the situation is complicated by the antigenic vatiations already 
mentioned. So far as influenza B is concerned, few antigenic changes have 
been observed in the virus, extensive epidemics are infrequent and when 
they occur children appear to be attacked more often than adults. These 
observations suggest that immunity to influenza B may operate for many 
years. Few studies have been made of the influence of age on susceptibility 
to infiuenza A and certainly there is no series of observations over a number 
of years which could be related to antigenic variation in the virus. Im- 
munity to influenza has certainly little practical value since epidemics with 
high attack-rates may occur -every few years in the same population. The 
implication of recent serological studies, however, is that immunity may be 
durable though narrowly type-specific. The antibody content of a person’s 
blood has been shown to reflect the influenza-virus infections to which he 
has been exposed throughout his life, the dominant pattern being deter- 
mined by the antigenic character of the virus he first encountered in child- 
hood (Davenport et al., 1953). The fact that families of virus of the A group 
appear to hold sway in the world for a few years and then disappear would 
support a hypothesis of lasting immunity. But for the appearance of new 
antigenic varieties capable of evading this immunological barrier influenza A 
might, like measles, be a disease mainly of children. The little that we know 
of influenza C is compatible with this type of epidemiological pattern. 

In temperate climates influenza epidemics usually occur in the cold 
months. This is also true of other upper respiratory infections and of 
pneumonia. On the other hand, influenza is probably no less prevalent in 
countries where the climate throughout the year is warmer than in a British 
summer, and even in temperate climates epidemics occasionally occur in 
the summer months. Crowding and poor ventilation, which are more 
common in winter, undoubtedly favour the spread of respiratory infection 
and may contribute to this seasonal fluctuation, but temperature, humidity 
and sunlight in themselves probably exert some influence. Closeness and 
frequency of contact with infection are important factors and even under 
epidemic conditions those most exposed have the highest infection and 
sickness rates. Opportunity for spread of infection is optimal in com- 
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munities such as military recruit camps, where people live in close associ:.- 
tion with one another and into which fresh groups of susceptible subjects 
are introduced every few days. 

The inconvenience and economic loss caused by influenza are great, but 
of more importance is its ability to kill. Even in minor epidemics many 
older persons have their lives curtailed and a small proportion of children 
and young adults develop fatal pneumonic complications. Although at the 
time there was some experimental evidence that the 1918 pandemic was 
due to a filter-passing virus and some more recent circumstantial evidence 
that the agent responsible was antigenically related to swine influenza virus, 
it now seems improbable that the cause will ever be known for certain. We 
can only speculate therefore on the reason for high mortality at all ages, 
but particularly in young adults. The most probable explanation of differ- 
ences in fatality rates between epidemics is variation in virulence of the 
virus, but it seems equally clear that bacterial infection is a contributory 
factor. In 1892, Pfeiffer’s bacillus, or H. influenza as it is now called, was 
so often isolated from sputum and pulmonary lesions that it was thought 
to be the cause of influenza but, although frequently isolated from fatal 
cases in 1918, it was then appreciated that its role was, at most, secondary. 
Hemolytic streptococci, pneumococci, and, occasionally, staphylococci 
were also isolated from fatal cases in 1918. These same bacteria, though in 
different proportions, aie still found in the lungs of older persons who die 
from pneumonia during influenza epidemics. In recent years sudden deaths 
in young people with influenza have often been associated with a ful- 
minating staphylococcal pneumonia. These illnesses may be so rapidly pro- 
gressive that treatment has little chance. The rarity of this complication, 
due to an organism as ubiquitous. as Staph. pyogenes, points to some as 
yet undefined cause peculiar to the host, e.g. a transient staphylococcal 
bacterizemia. 

ORIGIN AND SPREAD OF INFECTION 
Influenza can spread through the world with amazing rapidity, and out- 
breaks in widely separated localities often appear simultaneously. There is 
now abundant evidence of case-to -case infection but some authorities still 
question whether this method alone can account for the speed with which 
an epidemic may develop from virtually nothing. It has been suggested that 
between epidemics the virus may exist and spread in some latent and unde- 
tectable form, and later be activated when environmental conditions are 
right. The more one studies influenza in the field, however, the less necessity 
does there appear to be for this hypothesis. Influenza-virus infections can 
be found between epidemics when specimens are examined trom a high 
proportion of respiratory illnesses. Endemic infections of this kind some- 
times die out but this is offset to some extent by importation from epi- 
demic areas in other parts of the world. The almost simultaneous flare-up 
of influenza in many parts of the country is also misleading; for some weeks 
before these outbreaks become apparent case-to-case infection can be seen 
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with increasing frequency. It is possible, of course, that a combination of 
suitable circumstances is necessary to increase to explosive proportions the 
velocity of this chain reaction. Schools, army camps, factories and the like 
undoubtedly incubate and spread infection. It is not known whether 
carriers play any part in the maintenance of virus between epidemics. 
Some evidence for the possible existence of carriers was found in two small 
investigations (Taylor and Dreguss, 1939; McKee and Hale, 1949) and 
this question deserves further study. 

In a disease which shows some epidemiological similarities to yellow fever 
and pneumonic plague it is natural to question the possibility of an animal 
reservoir. But for the periodic appearance of viruses with radical]: different 
antigenic character, influenza virus A gives every indication that it would 
die out completely. One could imagine a situation in which variants pro- 
duced in an animal reservoir were periodically introduced into the human 
host in whom further minor variations were possible. There is no evidence 
whatever for this; swine influenza was possibly the result of man-to-animal 
infection but the reverse has not been observed. 


GENERAL MEASURES OF CONTROL 
Of influenza, Rosenau wrote: ‘It spares neither class nor race; it takes the 
rich and poor alike, the wise and the foolish, the strong and the weak, the 
clean and the dirty. Hygiene and sanitation have therefore practically no 
effect in controlling diseases like influenza’. This remains true and provides 
a starting point in any discussion of the problems of prevention and control. 
From a practical point of view methods cf isolation and quarantine are also 
of very limited value although, if the necessary effort is made, individuals 
and small closed communities can be protected from infection by these 
means for limited periods. It seems probable that postponement of the evil 
day is all that is achieved but in special circumstances this could be useful. 


VACCINES 

Efforts to induce immunity by means of vaccines have now been made for 
over twenty years and, although there has been much progress, the method 
must still be considered experimental. Nevertheless, vaccines are at present 
the only means of combating the disease. Passive immunization has not 
been tried but, as a public health measure, would hardly be practicable. 
The same limitation would apply to nasal inhalation of dried antiserum 
which was attempted on a small scale~but never adequately evaluated. 
Russian and Polish workers have experimented extensively with the nasal 
instillation of suspensions of killed or living attenuated virus and have 
reported promising results, but little work has been done on this method 
elsewhere and it is unlikely that it could be of practical value here for some 
time. The main difficulties that have been encountered in the development 
of satisfactory vaccines are: (1) the choice of the virus strains to be used; 
(2) the economical production of a potent antigen without risk of serious 
reactions, and (3) their evaluation. These and other spects of the problem 
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have recently been fully reviewed by Stuart-Harris (1957). 

From what has already been said of the type-specific nature of the 
immunity that follows natural infection it must be evident that a vaccine 
which does not produce antibody appropriate to the challenging virus is 
unlikely to work. There have been comparatively few well-controlled field 
trials that throw any light on the validity of this expectation, but it is cer- 
tainly true that, whereas vaccines prepared from virus of the PR8 family 
were effective in trials in the United States between 1943 and 1945, similar 
vaccines were completely ineffective in 1947 when viruses of the FM1 
:amily first made their appearance. Since then, trials in both the United 
States and Britain have shown that vaccines containing strains of the FM1 
family conferred at least some protection in the face of epidemics due to 
similar, though not always identical, viruses. American workers have 
tended to adopt a less pessimistic attitude than those in this country towards 
the difficult problem of keeping vaccines abreast of virus variation. Francis 
and his colleagues have put forward the hypothesis that these antigenic 
changes represent a rearrangement of components rather than the acqui- 
sition of completely new ones. They have therefore argued that a vaccine 
should contain strains broadly representative of all known antigens. Most 
workers in this country, however, believe that the one essential constituent 
of a vaccine is a strain closely related to, and if possible identical with, that 
causing the epidemic. The importance of relatively mimor antigenic varia- 
tions has probably been overestimated in this country but a strain of Asian 
type was quickly incorporated in American vaccines. Vaccine trials being 
carried out this winter may throw some light on this question but, until 
there is more definite evidence of lost antigenic characteristics reappearing 
in new variants, little protection can be expected from vaccines which do 
not contain virus of the epidemic type. Meanwhile the only hope would 
appear to be in the efforts of the World Influenza Centre and its col- 
laborators to identify new viruses as rapidly as possible. 

The failure of vaccines prior to 1942 was probably due to the fact that 
the virus suspensions used were not sufficiently concentrated to remain 
antigenic after inactivation. Higher concentrations have since been achieved 
by centrifugation and by adsorption of virus on chick red cells, or on 
chemical precipitates such as aluminium phosphate. As vaccines have 
become pure, reactions due to foreign protein have become less common 
and better antibody levels have been obtained. It has been found that local 
and general reactions can be further reduced by the use of preparations 
containing aluminium phosphate, which has in addition an adjuvant effect. 
More recently it has been shown that considerable economy in antigen is 
made possible by emulsified vaccines containing mineral oil. Although 
almost completely free from immediate local or general reactions, some 
batches of this type of vaccine have occasionally given rise to delayed 
chemical abscesses at the site of inoculation, but this difficulty may now 
have been overcome. 
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The principal object of vaccine field trials is to measure protective effect 
under natural conditions, but it is almost equally important that results 
obtained in this way should be compared with laboratory methods of testing 
in order to establish some method that can eventually be used for their 
standardization. The only laboratory methods at present available are bio- 
logical and, so far, no laboratory animal gives results parallel with those 
of the human volunteer. The only serological tests in common use aim at 
measuring either complement-fixing antibody or hzmagglutination- 
inhibiting antibody, neither of which may bear any direct relationship to 
antibodies responsible for protection. The position is further complicated 
by the fact that it has now been shown that influenza antigens induce anti- 
body not only to themselves but also to other influenza antigens to which 
the individual has been exposed in the past (Davenport and Hennessy, 
1956; Report, 1957). Thus, different estimates of antigenicity will be ob- 
tained with volunteers of different age and past experience. Field trials, 
though simple in principle, have also presented difficulties in practice. In 
the presence of an extensive epidemic it is fairly easy to determine whether 
a vaccinated group has less illness than a control group but, even then, 
unless illnesses are fully ascertained and the diagnosis of influenza is 
accurately made, it is impossible to measure the degree of protection in 
sufficiently precise terms for research purposes. The problem has been 
greater in recent years because influenza epidemics have been mild and 
attack-rates low. Diagnosis is the main difficulty; clinical methods are not 
reliable, serological methods are probably biased, and _ virus-isolation 
methods are seldom practicable on a sufficiently large scale. Ideally, vaccine 
trials should be conducted in communities in which every acute respiratory 
illness is known and fully recorded and specimens tested for virus from 
them all. It is almost impossible to obtain these conditions, but trials taking 
place in Britain this winter approach them more closely than have those 
of the past. 

What, then, can be expected from influenza vaccine at the present time? 
So long as the virus strains in the vaccine are similar to those causing the 
epidemic it seems likely that a fairly high degree of protection will result. 
When faced by a variant as radically different from its predecessors as the 
new Asian virus the outlook is much less hopeful. Quite apart from the 
obvious difficulties of preparing vaccine in large quantities in the short time 
available the population will have had no previous experience of the antigen 
and so one or even two injections may not be sufficient to produce immunity. 
Moreover, we have no experience to guide us in what may happen next. 
A further antigenic shift may conceivably occur very quickly, against which 
even Asian-virus vaccines might be impotent. 


ANTIBIOTICS 
Although no antibiotic or chemotherapeutic agent so far discovered is effec- 
tive against influenza virus, these drugs are invaluable in the treatment of 
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pneumonic complications caused by bacterial pathogens. As has already 
been mentioned, death sometimes ensues so rapidly that treatment is in- 
evitably too late. The question arises therefore whether penicillin could be 
used prophylactically, either in patients at the onset of influenzal symptoms 
or in healthy persons exposed to infection. The problem must be approached 
very warily for at least two reasons. The first is that little is known of the 
importance of various pathogens in the causation of fatal pneumonia. The 
removal of sensitive organisms might therefore leave the coast clear for 
others relatively insensitive, such as H. influenza. The second reason is that 
the widespread use of penicillin would favour the development of drug- 
resistant bacteria which in turn might give rise to untreatable complications 
in other members of the community. The latter argument is particularly 
applicable to hospitals and other circumscribed groups but would be less 
serious in general practice in this country, although not in the United 
States. If, however, we should ever be faced with an epidemic causing high 
mortality almost entirely due to sensitive organisms, prophylactic penicillin 
might deserve trial. When more is known of the characteristics of the few 
unlucky ones who develop staphylococcal pneumonia even in mild epi- 
demics, it is conceivable that these persons could be protected with a 
prophylactic antibiotic when influenza is prevalent. 


CONCLUSION 

Much has now been learned of the role of immunological factors in the 
relationship between influenza viruses and the human host. As a result, 
vaccines can be made which might be effective in about nine years out of 
ten. The value of vaccines in the tenth year—the year when a new variant 
appears and the situation is potentially most dangerous—remains highly 
questionable. Until more is known of the origin of these variants and of 
the natural history of influenza between epidemics the prospect is unlikely 
to improve. If the reason why some infections are symptomless, some mild 
and some fatal were better understood it might be possible to avoid the 
almost impossible task of keeping up with the antigenic variations of 
influenza virus. 
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THE COMMON COLD AND THE 
FEBRILE CATARRHS 


By A. T. RODEN, M.D., D.P.H., D.C.H. 
Medical Officer, Ministry of Health 


THERE are two ways of thinking about infectious disease: in terms of clinical 
syndromes or in terms of host-parasite relationships. Each has evolved a 
characteristic approach to problems of etiology. The first sets out to define 
specific forms of illness and then to ascertain their various causes. The 
second seeks to identify specific pathogenic agents and then to determine 
the ranges of their effects. The distinction applies generally to all infections, 
but is of particular importance to an understanding of etiological studies 
of the common respiratory diseases. 


CLASSIFICATION 
This group of diseases is difficult to separate into clearly defined syndromes, 
for the clinical manifestations of respiratory tract infections present a com 
plex set of inflammatory reactions accompanied by varying degrees of con- 
stitutional disturbance. A classification based on the principal site of the 
local reaction gives rise to names such as rhinitis, pharyngitis and the like, 
which have a certain practical value but impose artificial limits to the inter- 
pretation of the clinical findings. The patient with acute rhinitis, for 
example, often shows evidence of inflammation of the pharynx, or of other 
parts ot the respiratory tract, and the recognition of the site most affected, 
although in some cases quite clear, may in others become a purely arbitrary 
judgment. Moreover, the character of the illness depends also upon the 
degree of constitutional disturbance which may, in many instances, com- 
pletely overshadow the respiratory symptoms. 

The common respiratory diseases therefore may be likened to a closely 
linked chain of syndromes, which extends from the almost afebrile coryza 
of the common cold to the fulminating pneumonia associated with epidemic 
influenza. Between these two extremes there lies a series of imperfectly 
differentiated illnesses, known collectively as febrile catarrhs (Stuart-Harris 
et al., 1938). Studies of outbreaks of respiratory disease have shown that, 
in a given epidemic, most of the cases observed may be of similar type, 
marked deviations from the type being exceptional. A form of illness which 
is unusual in some outbreaks may be typical in others. Such differences of 
epidemiological pattern can be explained as due to chance variations in 
individual reactions, to differences in the causal agents or to the influence 
of various additional factors. Analysis of epidemiological data indicates that 
in some instances similar clinical syndromes can be caused by different 
agents and, conversely, that the same agent can give rise to a variety of 
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syndromes. This conclusion has been confirmed and amplified whenever 
laboratory tests for these causal agents have become available. 


THE COMMON COLD 

The common cold may be defined as an acute infection of man, in whom 
the typical reaction takes the form of a minor respiratory illness, with in- 
creased nasal exudate, or coryza, as the predominant clinical manifestation. 
Direct evidence that the causative agent is a virus was first obtained when 
Kruse (1914) induced colds in volunteers by the intranasal instillation of 
bacteria-free filtrates of nasal secretions. Dochez, Shibley and Mills (1930) 
succeeded, by similar means, in passing the infection to chimpanzees, but 
no other animal has been found to be susceptible, though attempts have 
been made to infect a number of species by various routes (Andrewes, 
1949). No laboratory test for the presence of this virus has yet been dis- 
covered and what little knowledge there is of its properties and behaviour 
has been derived either from human transmission studies or from epidemio- 
logical observations. 

The incubation period of the common cold is usually from 24 to 72 hours, 
though periods of up to seven days have been recorded. The earliest symp- 
tom is a feeling of dryness or soreness of the nasopharynx. Patients may 
describe this sensation as a sore throat but it is generally referred to a higher 
level than the discomfort which accompanies faucial inflammation. With 
the onset of coryza the soreness diminishes or disappears. The nasal exudate 
is at first watery but later becomes mucoid or muco-purulent. Nasal ob- 
struction, sneezing, watering of the eyes and headache may accompany the 
coryza. Cough is not a constant symptom. When it does occur, it tends to 
develop on about the second or third day of the disease and may or may 
not be associated with hoarseness. Constitutional disturbance is slight. 
Transient pyrexia, accompanied by a feeling of chill, may occur shortly 
before the onset of respiratory symptoms or during the early stages of the 
illness, but the mouth temperature seldom exceeds 100° F. (37.8° C.). Per- 
sistence of pyrexia is suggestive of some complication, such as paranasal 
sinusitis, due to secondary bacterial infection. 


DURATION AND TRANSMISSION 
The duration of illness varies considerably. Many colds will abort spon- 
taneously 2fter twenty-four to forty-eight hours and, for this reason, it is 
difficult to assess the efficacy of the numerous remedies which have been 
advocated. Most uncomplicated colds last for less than one week, but 
symptoms may persist for longer periods, especially among individuals who 
suffer from chronic respiratory catarrh. 

In the course of human transmission studies at the Common Cold Re- 
search Unit infections of this nature have been passed in series from person 
to person and, at each passage level, typical common colds have resulted. 
Little variation in symptoms and signs was observed, although the patho- 
genic properties of the nasal secretions were maintained at least as far as 
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the eighth serial transfer from the original infective material (Roden, 1954). 
It should be borne in mind, however, that the observations were made on 
select groups of healthy adults and that the range of effects of the common 
cold in the general population may well be greater than these studies would 
indicate. It is widely believed that the common cold is potentially more 
dangerous to infants and to adults whose resistance has been lowered by 
sickness or old age. It seems unlikely that this matter will be settled finally 
until laboratory tests for the presence of the virus become available. 

Although some people appear to be naturally resistant to the common 
cold there is little evidence of the development of specific immunity as a 
result of infection. In this respect the common cold differs from most other 
virus diseases. It may be argued that repeated colds in the same individual 
are due to successive infections by different agents, but American workers 
(Commission on Acute Respiratory Diseases, 1947) have produced con- 
_ vincing evidence in favour of the possibility of reinfection by the same 
agent after as short an interval as three weeks. 

The period of infectivity of the common cold has not been accurately 
determined. It is known (Andrewes, 1949) that virus may be present in the 
nasal secretions twenty-four hours before the onset of symptoms, but the 
disease is probably most readily communicable during the early coryzal 
stage. Under natural conditions infection is transmitted from person to 
person by normal social contact and also by means of airborne droplets or 
droplet nuclei. 


OTHER CORYZAL ILLNESSES 

Coryza is often a sign of infections other than the common cold. Among 
the bacterial diseases it is a usual mode of onset of whooping-cough, is 
sometimes observed in association with outbreaks of streptococcal sore 
throat and may occur in the early stages of meningococcal or pneumococcal 
infections. Among the virus diseases coryza is a characteristic early sign of 
measles and, to a lesser degree, of rubella. It often occurs in influenza virus 
infections and, in mild cases, may be the most prominent clinical mani- 
festation. It may also be observed, in some cases, at the onset of polio- 
myelitis, encephalitis or virus meningitis. 

The coryza which may precede undifferentiated respiratory illnesses such 
as acute bronchitis or atypical pneumonia is difficult to interpret in the 
absence of means of identifying the causal agents. It can be maintained that 
some of these respiratory illnesses represent complications or extensions of 
common cold infection in particularly susceptible individuals. An equally 
valid assumption is that some may be diseases sui generis, on analogy with 
the recognized specific infections. There is some epidemiological evidence 
in favour of the latter view, for most outbreaks of the common cold tend to 
conform to a minor respiratory illness pattern and it is only the exceptional 
outbreak which is associated with a high incidence of lower respiratory 
complications. 
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One example of such an outbreak was recorded by Heycock and Noble (1956), 
who described: an epidemic of acute bronchiolitis in infancy which occurred at 
Sunderland during the period October to December 1953. In most of the cases 
the onset of illness in the infant was preceded by a ‘cold’ in an adult of the same 
household. The authors commented on the rapidity with which the infection could 
advance in a few hours from what had appeared to be a common cold to what was 
obviously a critical illness. 


CROUP 

One of the more distressing complaints, which may be associated with 
coryzal or other minor respiratory illnesses, is croup. To the older genera- 
tion of doctors the very word will bring back memories of the grim, gray 
facies of laryngeal diphtheria and it may be difficult for them to realize, so 
rapidly has the relative importance of the specific infectious diseases changed 
during the past twenty years, that to many of their junior colleagues diph- 
theria is at present a virtually unknown disease. As a potentially lethal 
infection the place of laryngeal diphtheria has now been usurped by an 
illness of uncertain etiology known as acute laryngo-tracheobronchitis. 

The clinical differentiation between acute laryngitis, laryngo-tracheitis 
and laryngo-tracheobronchitis involves the same elements of arbitrary 
judgment which are inherent in the anatomical classification of all the acute 
respiratory illnesses. During outbreaks of non-diphtheritic croup the degree 
of laryngeal obstruction, and other respiratory signs, may vary widely from 
case to Case. 


Forfar et al. (1951), for example, reported an outbreak of acute laryngo-tracheitis 
and laryngo-tracheobronchitis which occurred in Dundee during the period August 
to November 1949. Most of the cases recorded were among children under 4 years 
of age, drawn from a population in which, at the same time, many cases of minor 
respiratory illness were occurring in both children and adults. 

Although bacteria of various species have been found in association with 
cases of non-diphtheritic croup, it is probable that these represent a 
secondary invasion in most instances. Recently, Chanock (1956) has isolated 
viruses, from pharyngeal swabs taken from infants with croup, which show 
a characteristic cytopathogenic action in tissue cultures of monkey kidney 
and has produced evidence to suggest that these viruses may be etiologically 
related to the disease. 


ADENOVIRUS INFECTIONS 

Developments in tissue culture techniques for the cultivation of viruses in 
the laboratory have resulted in the identification of a number of cytopatho- 
genic agents, some of which have been shown to cause disease in man. 
The discovery of agents belonging to the adenovirus group and the recog- 
nition of their pathogenic properties were achieved by independent workers 
at about the same time. Rowe et al. (1953) described the cultivation of one 
of these viruses from human adenoid tissue and Hilleman and Werner (1954) 
isolated an agent, later classified as type 4 adenovirus, from patients with 
acute respiratory illness. 


Adenoviruses multiply readily in a variety of tissue culture systems. For diag- 
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nostic purposes HeLa cell cultures are ordinarily used. When such cultures are 
inoculated with living virus this grows within the cells and ultimately causes them 
to degenerate. This cytopathic effect, which can be observed microscopically in its 
early stages and later with the naked eye, is an indication of the presence of virus. 
Further qualitative and quantitative investigations are made by means of serum- 
neutralization and complement-fixation tests (Pereira, 1956). Strains of adenovirus 
have been isolated from human nasal, pharyngeal and conjunctival secretions, from 
tonsils, adenoids and other lymphoid tissues and from faces. Seventeen serological 
types have so far been identified, including some which have been isolated from 
monkeys. Infection is accompanied by the development of complement-fixing and 
type-specific neutralizing antibodies, which can be detected by serological methods. 
In subclinical infections the rise of antibody titres in the blood serum is the only 
demonstrable effect of the virus on the host. 


Several types of adenovirus have been found to be responsible for 
sporadic cases and outbreaks of febrile catarrh. The incubation period of 
the illness is usually five or six days but may be longer. The onset is seldom 
as rapid as that of epidemic influenza. Sore throat and fever are the common 
early manifestations. Some degree of coryza may be observed but this is 
generally subordinate to other signs of infection. Nasal obstruction due to 
swelling and exudate in the region of the nasopharynx is frequent and may 
produce a peculiar nasal intonation. The pharynx and fauces become in- 
flamed and purulent exudate may be seen on the tonsils. Cervical adenitis 
is usual. Cough may occur and, in some cases, influenza-like illnesses or 
atypical pneumonia. Gastro-intestinal symptoms and meningism have been 
recorded, especially among children. Adenovirus infections associated with 
meningism need to be differentiated from neurotropic virus diseases, 
especially poliomyelitis. The outbreak described by Sobel et al. (1956) was 
thought to be poliomyelitis during its early stages. Adenovirus infections, 
however, are not known to cause paralysis, which is the distinctive clinical 
feature observed in outbreaks due to poliovirus. 

In some outbreaks of adenovirus infection, pyrexia, sore throat and cervical 
adenitis have been accompanied by conjunctivitis, a syndrome to which 
Bell et al. (1955) applied the name of pharyngoconjunctival fever. Sobel 
et al. (1956) gave an excellent description of this syndrome as observed 
during an outbreak, due to type 3 adenovirus, at a boys’ summer camp in 
New Hampshire, U.S.A. The main features were pharyngitis, conjuncti- 
vitis, rhinitis, cervical adenitis and fever. In addition, these observers noted 
generalized lymphadenopathy in about one-tenth, slight enlargement of the 
spleen in about one-tenth, and slight or moderate enlargement of the liver 
in about one-fifth of their patients. Conjunctivitis, often with pre-auricular 
adenitis, may be the only clinical sign of adenovirus infection. One sero- 
logical type (type 8) has been found in association with the severe form, 
known as keratoconjunctivitis, which involves the cornea. 

In all adenovirus infections there is a tendency to hyperplasia of lymphoid 
tissue, both at the site of the inflammatory reaction and in the glands along 
the lines of lymphatic drainage. Virus may persist in the tonsils, adenoids 
or lymph glands for considerable periods after the acute phase of infection 
has passed. In the absence of secondary bacterial invasion the blood picture 
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shows little deviation from the normal, an important point of differentiation 
from glandular fever. 

Further studies of the adenoviruses are necessary before their significance 
in the field of public health can be estimated. They have been found to be 
responsible for a number of outbreaks of acute respiratory disease in the 
Services, especially among new entrants. American workers have reported 
favourably on the use of vaccines, prepared either from types 4 and 7 or 
from types 3, 4 and 7, in the reduction of morbidity from this form of illness 
among Service recruits. The choice of prevalent types of virus for purposes 
of vaccine production is important, since the development of antibodies to 
one type does not protect against infection by other types. Available evi- 
dence suggests, however, that adenovirus infections account for only a small 
proportion, of the order of 2 or 3 per cent., of respiratory illnesses among 
civilian populations. There would appear therefore to be little indication 
at the present timé for the general use of an adenovirus vaccine. 


SORE THROAT 

The adenoviruses constitute one of many different groups of agents which 
can give rise to sore throat. This symptom is common not only in acute 
respiratory illnesses but also during the early stages of several infections, 
such as poliomyelitis, infective hepatitis and mumps, whose definitive 
clinical manifestations lie outside the respiratory tract. The differential 
diagnosis of sore throat therefore involves a variety of diseases of diverse 
etiology. Apart from those already mentioned the list includes influenza, 
rubella, glandular fever, Coxsackie and E.C.H.O. virus infections, strepto- 
coccal pharyngitis (including tonsillitis), diphtheria, Vincent’s angina, 
leptospirosis and secondary syphilis. 

When the sore throat of adenovirus infection is associated with localized 
anterior cervical adenitis the condition which most closely resembles it is 
streptococcal pharyngitis. Moreover, the two infections may coexist in the 
same individual. In general it can be said that streptococcal infection tends 
to produce higher fever and a greater degree of local inflammatory reaction. 
The diagnosis can be confirmed by bacteriological investigation. The recog- 
nition of a streptococcal element in the causation of a case of acute 
pharyngitis is of great practical value, since this will respond readily to 
systemic administration of penicillin, which has no effect on the adeno- 
viruses. 

Glands in situations other than the anterior triangles of the neck may 
become enlarged in the course of a number of virus diseases. Those most 
likely to be confused with the pharyngoconjunctival form of adenovirus 
infection are rubella and glandular fever. In all three diseases the combina- 
tion of fever, sore throat, conjunctivitis and generalized lymphadenopathy 
may be observed. The macular rash of rubella is diagnostic, but is often 
transient and may be missed altogether in mild cases. Glandular fever can 
be recognized by the characteristic blood picture. 
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LABORATORY INVESTIGATIONS 

Tissue culture techniques suitable for routine use in virological investiga- 
tions have been developed rapidly during recent years. Facilities for the 
study of certain virus diseases, by tissue culture and other methods, are now 
available at most university centres in Great Britain and Northern Ireland 
and in most of the laboratories of the Public Health Laboratory Service. 
A guide to the use of the laboratory in the investigation of suspected virus 
infections of man has been published recently (Ministry of Health, 1957). 
Such studies have proved of the greatest value in the investigation, for 
example, of outbreaks of neurotropic infections and of influenza-like ill- 
nesses. With the continuing growth of knowledge of respiratury tract 
viruses, the sphere of usefulness of laboratory investigation is likely to 
increase. At the present time, apart from influenza virus infections, the bulk 
of respiratory diseases, which contribute to our winter epidemics, cannot 
| be differentiated by means of laboratory tests, but it is not unlikely that 
| this position may be changed radically within the near future. 

The limitations of virological investigations should be clearly appreciated. 
From the nature of the techniques involved, there is an unavoidable lag 
before the results of laboratory tests can be obtained. In the early stages 
of an outbreak of virus disease the medical practitioner must rely solely on 
his clinical and epidemiological observations in deciding on the appropriate 
measures for the treatment of the cases and the prevention of spread ot the 
disease. Moreover, at any stage of an outbreak the treatment of the indi- 
vidual patient will be determined at least as much by clinical considerations 
as by knowledge of the laboratory findings. Both clinicians and laboratory 
workers have made their contributions towards the understanding of infec- 
tious diseases and the development of methods of their control. It is to be 
hoped that virological studies will continue to yield fresh insight into the 
nature of the causal agents and also to act as a stimulus to medical practi- 
tioners to define yet more closely their clinical criteria. 
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ANTIBIOTICS AND CHRONIC 
BRONCHITIS 


By J. M. NAISH, M.D., F.R.C.P. 
Physician, Bristol Clinical Area 


‘THERE can be no doubt at all that in the past ten years the life expectancy 
of the chronic bronchitic and bronchiectatic has been greatly extended. 
Not only the life expectancy, but also the capacity for work, has improved 
whilst morbidity has decreased. This advance, which is due to the use of 
antibiotics and a wider use of postural drainage in prophylaxis and treat- 
ment, tends to be obscured in our minds by the large army of chronic 
bronchitics who still fill our surgeries and clinics. In fact, the number of 
elderly chronic bronchitics is probably increasing due to the accumulation 
of those who would have been dead but for antibiotics and physiotherapy. 
There is hope for, the future, however, as recruitment to this army falls 
steadily due to the smaller incidence and prompt treatment of serious lower 
respiratory infections of childhood, whilst the 1939-45 War produced only 
a fraction of the bronchitic victims of the first. Meanwhile, those of us who 
still have to face this ‘army of bronchitics’ each winter are not often inclined 
to be cheerful about the problem, and although we pay tribute to what the 
antibiotics have done in the past, and can do in the future, for our patients, 
we know their limitations and have reservations about their indiscriminate 
use. 

The subject of continuous antibiotic therapy for chronic bronchitics is a 
modern topic, for in the last few years several teams have reported their 
experience of the long-term treatment of bronchitis with broad-spectrum 
antibiotics such as oxytetracycline, tetracycline and chloramphenicol. 
When such bronchitic patients are reported to have experienced their ‘best 
winter for years’ while so treated, the general practitioner with a hundred 
or more such patients on his list becomes intensely interested, but also 
somewhat apprehensive at the thought of prescribing or dispensing 100 
grammes a day of those most expensive drugs. The subject is highly contro- 
versial, and before embarking upon it it would be well to deal first with 
what is at present established practice in the management of chronic 
bronchitics. 


TREATMENT OF ACUTE EPISODES 
The chronic bronchitic or bronchiectatic has lost the normal respiratory 
defence mechanism which is so designed that the upper respiratory passages 
bear the brunt of viral or bacterial attack. All respiratory infections in 
bronchitis tend to be ‘descending’ and hence the frequency of acute episodes, 
or ‘flares’, in which increased cough, sputum, fever, malaise and pain are 
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the main symptoms. If these ‘flares’ are treated promptly with antibiotics 

the duration of illness is shortened, the intensity of symptoms lessened and 

the incidence of pneumonia and pleurisy cut. The question of what anti- 

biotic to use depends entirely upon the bacteria likely to be responsible. 

Experience has shown that Haemophilus influenza and Streptococcus pneu- 

monie are the commonest invaders after viral attack. They are usually 

present in large numbers in the respiratory tract of bronchitics but become 
invasive after colds or influenza. Since no antibiotic is effective against these + 
viruses the secondary invaders must be attacked. Penicillin is effective 
against the pneumococci, and streptomycin, chloramphenicol or the tetra- 
cyclines attack H. influenze. 

In practice, although penicillin, 1,000,000 units, and streptomycin, 1 g., 
(‘crystamycin’, double dose) daily by intramuscular injection for five days are 
of proved value in suppressing bronchitic ‘flares’, oral broad-spectrum 
treatment appeals to many general practitioners. Chloramphenicol, 250 mg. 
twice to eight times a day according to weight and age, is the most satis- 
factory but not very often used due to the slight but definite risk of erythro- 
poietic suppression. There is a further reason against the use of chloram- 
phenicol: it remains one of the very few antibiotics to which the resistant 
‘hospital staphylococci’ are still sensitive and is therefore of life-saving 
value in serious infections by these organisms. Any increase in its use 
generally would probably lead to the development of resistance to it by 
many hospital staphylococci. ‘Tetracycline (500 mg. four times a day is the 
standard adult dose) is fully effective against H. influenze and is an alterna- 
tive oral treatment. 

It is most important to start all such treatments at an early stage. An 
intelligent bronchitic liable to severe ‘flares’ should be told to report at once 
for an injection of penicillin and streptomycin whenever he develops a cold, 
and this should be repeated daily for a variable number of days, depending 
upon the clinical state. Alternatively, such a patient could be provided with 
twenty 250-mg. capsules of tetracycline or oxytetracycline and told to take 
eight a day for the first three days of any cold and to report to his doctor 
as soon as possible. 

Essentially the problem for the chronic bronchitic with purulent sputum 
is similar to that of the diabetic, or the patient with chronic rheumatic heart 
disease or chronic pyelonephritis. ‘They all have a continuing disability and 
a liability to acute episodes which can further impair their condition and 
which should be treated early. They should therefore be taken into the 
doctor’s confidence, given some knowledge of their disease, and instructed 
on how best to avoid and treat expected complications. 

In dealing chiefly with the subject of antibiotics, there is a danger that : 
readers may assume that antibiotic treatment and prophylaxis are the most 
important aspects of management. This is far from the case. No chronic 
bronchitic should be left without the benefit of instruction in physiothera- 
peutic methods, and most with purulent sputum should make a hygienic 
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postural drainage of their lungs twice a day, the wife helping with per- 
cussion to the lower lobes. They should also be told when it is wisest to 
stay at home in a warm atmosphere, and not to tempt providence by ven- 
turing forth in fog or smog. 


CONTINUOUS ANTIBIOTIC TREATMENT 
In 1953 the first reports began to appear of the continuous use of oral 
broad-spectrum antibiotics in chronic bronchitis. It was claimed that such 
treatment improved the general health and well-being, diminished the 
sputum and reduced the number and severity of ‘flares’. 

The usual procedure is to give 500 mg. of tetracycline or oxytetracycline 
at eight-hourly or twelve-hourly intervals throughout the winter or perhaps 
continuously throughout the year. Chloramphenicol is too dangerous for 
routine use. Such treatment when the drugs are purchased through hos- 
pital pharmacies would cost just over a pound a week, or {60 per annum. 
The cost outside hospitals would be higher. There is another cost to the 
community which it is difficult to measure, and that is from the breeding 
out, and dissemination of antibiotic-resistant strains of staphylococci. It is 
agreed that the prevalence of these organisms in hospitals is due to the 
high usage of antibiotics for prophylaxis and treatment in both medical 
and surgical wards, much of it probably unnecessary but given in good 
faith with the best interests of the patient at heart. If continuous broad- 
spectrum antibiotic therapy became standard practice among the growing 
army of elderly bronchitics who, like everyone else, must travel in buses 
and trains and often pay visits to cinema, public house and village hall, it 
would not be long before the dust in these meeting places became as rich 
in resistant staphylococci as that of a casualty ward. 

Rationale.—The rationale of the continuous treatment of chronic bron- 
chitis with tetracyclines is to eradicate H. influenzae and the pneumococci 
which are usually the predominant organisms of the sputum. The treatment 
or prophylaxis is not likely to be effective if the sputum is full of anaerobic 
streptococci or bacteroides. For this reason it is advisable that such treat- 
ment should be initiated and to a certain extent controlled by hospital 
departments with adequate bacteriological facilities. 


SELECTION OF CASES FOR CONTINUOUS TREATMENT 
Something should be said, however, about the selection of patients for such 
a trial and about those who are unlikely to benefit, for it would not be 
good to refer patients to hospital with a view to such a course of prophy- 
laxis, if the suggestion had to be turned down. For prophylaxis, patients 
should be either bronchitic or bronchiectatic and should be expectorating 
yellow purulent sputum nearly every day. An exception would be the 
known bronchiectatic who ‘goes dry’ from time to time but is nevertheless 
capable of producing purulent sputum in bad phases. It is useless to give 
this treatment to those ‘bronchitics’ whose main symptom is wheezing and 
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dyspneea and whose sputum is mucoid; such should be regarded more as 
asthmatics. An ideal case would be the patient in full working life who 
habitually coughs up 2 or more ounces (56.8 ml.) of purulent sputum daily 
and who loses an average of eight out of twenty-four working weeks each 
winter due to colds ‘going down to the chest’. There is one further caveat. 
Not all purulent sputum is heavily infected with organisms. Aggregation 
of eosinophils may resemble pus, and therefore bacteriological confirmation 
of infection is essential before starting treatment. 

Results..-The sputum becomes less purulent and less copious while 
under treatment and, although in severe cases this may have the disadvan- 
tage of making it more difficult to expectorate and increasing the amount 
of ‘useless coughing’, a general improvement in strength and well-being 
usually follows the lessening of suppuration. Weight may be gained and 
the patient feel more alive and energetic. Most important of all, the fre- 
quency and severity of bronchitic flares diminish and the sick-absence 
record improves. 


DISADVANTAGES OF CONTINUOUS TREATMENT 

‘The cost has already been mentioned. It is considerable and should only 
be incurred if there is a commensurate gain in health and ability for work. 
The secondary cost in disseminating resistant strains of organisms, particu- 
larly staphylococci, is peculiarly difficult to estimate, especially as the use 
of broad-spectrum antibiotics for rather trivial ailments is already wide- 
spread. There is, however, a closer danger. Many of us have had the dis- 
tressing experience of admitting to hospital bronchitic patients who have 
had many courses of antibiotics and whose sputum has become more and 
more ‘gummy’ so that eventually the cough becomes completely useless, 
severe anoxia ensues, and mechanical suction through a bronchoscope 
brings only a temporary relief in this particularly unpleasant progress to 
death by drowning. 

Fungus colonization of thoracic wounds in those who have long been 
treated with antibiotics is a known hazard, and this may also occur in the 
bronchial tree when bronchitics have their normal bacterial flora suppressed. 
There is, of course, little understanding of the balance between the different 
pathogenic and saprophytic organisms, especially in the respiratory tract, 
and the relationship between sputum viscosity and bacterial flora. 

Many will fight shy of long courses of antibiotics because of the unknown 
hazards, the known risk of disseminating resistant strains of staphylococci, 
the great expense, the waste if patients do not consume the drugs presented, 
and the difficulties of bacteriological control as well as clinical supervision. 


PROCEDURE FOR CONTINUOUS TREATMENT 
If the practitioner decides to try this form of prophylaxis in some of his 
bronchitic patients, it is well to choose an intelligent subject who can be 
relied upon to take his antibiotics regularly, to appreciate their high cost 
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and to value them accordingly. He should be in full working life or an 
active member of society anxious to enjoy better health. Wheezing should 
not be the predominant symptom and the sputum should be purulent. 

The sputum should be examined bacteriologically on several occasions, 
the pathologist being asked to supply evidence on the drug-sensitivity of 
the predominant organisms. An antibiotic should then be chosen and the 
patient be given instruction in the times of administration, expected results 
and benefits of treatment, and perhaps also reminded of the cost. At the 
same time he should be warned to avoid heavily contaminated atmospheres 
and to stay indoors during periods of smog. Twice-daily postural drainage 
with forced coughing should be insisted upon, and if possible the spouse 
should be shown how to percuss the lung bases. The whole should be looked 
upon as a hygienic campaign conducted by the patient, rather than a ‘hand- 
out’ of cure-all pills. The opportunity should not be missed of instructing 
the patient on methods of sputum disposal—paper handkerchiefs which 
can be burnt or sputum pots which can be emptied and sterilized—and the 
habit of expectorating in public places or vehicles should be strongly con- 
demned. In this way it may be possible to diminish the risk of increasing 
the population of antibiotic-resistant organisms in the atmosphere. 


CONCLUSIONS 

The life of a chronic bronchitic is full of discomforts and difficulties. In 
seeking to help him, we must make sure that we do not waste money or 
undermine the usefulness of antibiotics in other diseases, by their indis- 
criminate use in chronic bronchitis. Many chronic bronchitics whose main 
disability is due to an asthmatic tendency and consequent emphysema, 
have little need for antibiotic treatment except during known acute episodes 
of pneumonia or suppurative bronchitis. Others with a greater or lesser 
amount of purulent sputum may need prompt antibiotic treatment of 
‘flares’, coupled with a regular hygienic regimen of postural drainage and 
percussion. Continuous prophylactic treatment with oral broad-spectrum 
antibiotics should be reserved for a minority of patients who are able to 
use the method intelligently and who have been found by past experience 
to have derived undoubted benefit from it, to have improved their working 
capacity and to have lessened their sick absences. 

In selecting cases for a trial of continuous antibiotic treatment it is im- 
portant to choose only those with purulent sputum who are able to co- 
operate, and to have good bacteriological evidence that the trial is likely 
to be of value. 














COUGH AND ITS MANAGEMENT 
IN GENERAL PRACTICE 


By IAN GORDON, O.B.E., M.B., F.R.C.P. 
Physician, Aberdeen Royal Infirmary 


DuRING the past decade, the more widespread use of antibiotics has so 
improved the control of bacterial infections of the respiratory tract that the 
symptomatic treatment of cough is not the problem it used to be. Never- 
theless, cough is still one of the most common symptoms in clinical medi- 
cine. In a recent survey (Fox, 1957), respiratory disease accounted for 
45.8 per cent. of all illnesses seen in general practice and was the principal 
condition encountered in a study of the work in some urban and rural 
practices of England (Logan, 1954). 

‘Doctor, will you give me something for my cough?’ This question will 
often be asked in the consulting room in the winter months. Many patients 
may be satisfied merely with the prescription of an old-fashioned cough 
mixture or of the latest proprietary cough remedy but the doctor himself 
will never be content to treat a symptom without making every effort to 
determine its cause. Whilst it is true that the majority of individuals with 
cough suffer from upper respiratory infection, cough may be the presenting 
symptom of serious disease. 

DIAGNOSIS 
Duration of the cough.—Cough of sudden onset and of short duration in 
an otherwise healthy person usually indicates acute respiratory disease, but 
when cough has been present for more than a few weeks more serious 
disease should immediately be suspected: particularly pulmonary tubercu- 
losis in young adults and bronchial carcinoma in the middle-aged person. 

Sputum.—The expectoration of clear mucoid sputum does not help 
much towards diagnosis, being merely due to excessive secretion of mucus 
in response to irritation. At the onset of acute tracheitis and bronchitis, or 
during an asthmatic attack, much violent coughing results only in the 
expulsion of a scanty amount of tough, viscid sputum. Purulent sputum 
means infection of the respiratory tract and, in certain cases, laboratory 
examination may be necessary to find out the predominant organism or 
organisms present. The expectoration of large amounts of purulent sputum 
usually indicates serious pulmonary disease, such as chronic bronchitis, 
bronchiectasis, lung abscess or advanced pulmonary tuberculosis. Blood- 
stained sputum occurs most commonly in cases of bronchial carcinoma, 
pulmonary tuberculosis and pulmonary infarction. 

Associated symptoms.—In the clinical assessment of a patient complaining 
of cough, the most valuable information will be obtained by asking about 
symptoms which may be associated with cough, such as undue fatigue, loss 
of weight, pain in the chest, undue breathlessness and wheezing. These 
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symptoms indicate disease which should be investigated at once. Paroxysms 
of cough which may be associated with vomiting and which are heard 
mainly at night are characteristic of the early stages of whooping-cough 
before the diagnostic ‘whoop’ is established. Finally, the patient's past 
history of respiratory ailments, his possible abuse of tobacco, or contact 
with an open case of pulmonary tuberculosis, may lead to the early diag- 
nosis of serious disease. 

The character of the cough.—Except in whooping-cough the patient cannot 
be relied upon to give an accurate description of his cough; the doctor 
himself must hear the cough and assess the importance of its character in 
relation to other clinical symptoms and signs. The sound of the cough often 
presents a clue to the real nature of the disease causing it. For instance, 
pharyngitis due to irritation from tobacco smoking or from infection pro- 
duces a frequent, loud, dry cough. It is easy to recognize the very short, 
painful cough associated with pleurisy. In laryngitis of moderate severity 
the cough is hoarse and croupy in character. More characteristic is the 
cough of unilateral recurrent laryngeal paralysis, the commonest cause of 
which is pressure on the nerve by mediastinal glands enlarged as a result 
of secondary deposits from bronchial carcinoma. Here cough is classically 
described as ‘bovine’ or ‘brassy’ but the cough has merely lost its explosive 
quality due to failure of approximation of the cords at the beginning of the 
cough. The ‘wheezy’ cough may be due to partial obstruction of the trachea 
or one of the large bronchi. A nervous or hysterical cough'is easily recog- 
nized, especially when the personality of the patient is assessed. 

Clinical examination will include the nose, throat, heart and lungs. 
Facilities for x-ray examination are now more easily available and should 
be freely used. 

GENERAL CONSIDERATIONS 
The symptomatic treatment of cough takes second place to the control of 
the disease causing the cough. Nevertheless, cough is a prominent and 
annoying symptom in many diseases, and when it is dry, irritant and in- 
effective, steps may have to be taken for its relief. 

The air passages of the body are largely protected from nocuous material 
by (a) mucus, (b) the action of the ciliated epithelium and (c) the cough 
reflex. When bacteria and other foreign material gain access to the lower 
respiratory passages they are normally trapped by mucus and carried up- 
wards by the action of the ever-moving cilia towards the upper passages. 
When secretions come in contact with, and irritate, the bronchi and trachea, 
especially the mucous membrane at the point of their bifurcation, afferent 
impulses pass along the vagus nerves to the medulla and initiate the cough 
reflex. Even more sensitive is the mucous membrane of the larynx. Nocuous 
material is thus assisted in its passage upwards and ultimately in its expul- 
sion through the mouth. To assist this mechanism, the doctor may have 
to take steps to ensure expulsion of this deleterious material; one of the 
most important measures is the encouragement of effective cough. 
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TREATMENT OF DRY IRRITANT COUGH 

In the early stages of upper respiratory infection when cough is dry and 
troublesome a sedative cough mixture should be prescribed. More simple 
remedies, such as fruit-flavoured glycerin lozenges or honey in teaspoonful- 
doses, are often effective, especially for the ‘pharyngeal tickle’. Mild infec- 
tions are usually self-limiting and require no further treatment but if the 
practitioner decides for one reason or another that the patient should cease 
work, he should insist on rest in bed in a warm room and the stopping of 
smoking. Little will be gained by prescribing a cough linctus to a patient 
who continues to inhale cold air and tobacco smoke. The painful cough of 
acute laryngitis and tracheobronchitis, so common in the early stages of 
influenza, will be eased by inhalations of steam and the prescription of a 
linctus such as methadone linctus. In acute tracheobronchitis when cough 
becomes productive, the routine prescription of mixtures to suppress cough 
should be avoided. Their indiscriminate use by the patient to ease his 
cough may be an important factor in promoting the retention of secretions, 
thus leading to aspiration pneumonia. There is a further danger: in chronic 
bronchitics who are seriously ill with an acute exacerbation of bronchitis, 
cough suppressants as well as barbiturates and other drugs which cause 
respiratory depression should never be given because of the risk of inducing 
respiratory failure. When it is necessary to induce sleep in these patients 
the safest and most reliable drugs are paraldehyde, in a dose of 5 to 7 ml. 
intramuscularly, or chloral hydrate by mouth. 

Mixtures to ease cough may be used, however, when incessant cough is 
preventing sleep, especially in elderly patients who, because of senility or 
toxemia, are rapidly becoming exhausted. The judicious prescription of a 
cough linctus at the right time may enable the patient to regain some 
strength after a few hours of rest but even in these cases treatment of cough 
will seldom be called for, since with antibiotic therapy there is usually 
rapid clinical improvement and lessening of cough. Sedative cough mix- 
tures may be useful when irritating cough is preventing sleep in diseases 
such as whooping-cough, inoperable bronchial carcinoma and advanced 
pulmonary tuberculosis. 

In an asthmatic attack, cough may be very troublesome but the practi- 
tioner should think twice before giving doses of a cough sedative sufficient 
to restrain cough. Death in an asthmatic attack is due to suffocation caused 
by the obstruction of the bronchioles by plugs of tough mucus; thus it is 
vital not to abolish the cough reflex. Most asthmatic patients know that as 
bronchial spasm lessens, cough becomes productive and sputum more 
easily expectorated. The relief of bronchial spasm, then, is the chief aim 
in management and this can usually be brought about by the usual routine 
measures which should include antibiotic therapy if infection is present. 

The term ‘cough suppressant’ should be abandoned. Not only is it un- 
desirable to suppress cough completely but the drugs in general use fail 
to do so when given in conventional doses. 
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Methadone is an effective cough sedative and has largely replaced linctus 
diamorphine in the treatment of useless cough. Camphorated tincture of 
opium in Gee’s linctus has a weak action, and recent work suggests that 
codeine is much less powerful in alleviating cough than was previously 
thought; it is certainly effective in causing constipation. It should not be 
forgotten that the syrup which forms the vehicle for these drugs has a 
soothing effect on the pharynx and will itself play some part in allaying a 
useless cough. 


TREATMENT OF PRODUCTIVE COUGH 

In general, when cough is effective in bringing up mucoid or purulent 
sputum it should be encouraged. Instead of prescribing a cough linctus, 
the practitioner will often have to explain to the patient that cough is of 
value in getting rid of harmful secretions from the respiratory tract. The 
excessive use of cough sedatives may suppress cough, allow mucus, pus or 
blood to accumulate in the bronchi and thus produce absorption collapse 
and aspiration pneumonia. 

To help expel secretions which are scanty and viscid, measures may have 
to be taken to ‘loosen the phlegm’. Expectorant cough mixtures are used 
for the purpose of increasing bronchial secretion and thus liquefying viscid 
sputum so that it can be more easily coughed up. A number of expectorant 
mixtures is still included in the British National Formulary for those who 
wish to prescribe them, but the expectorant action of drugs such as potas- 
sium iodide, ipecacuanha, ammonium chloride and carbonate, squill and 
senega in the usual pharmacopeial doses is very doubtful. There is no 
proof that these drugs in the usual dosage will cause an increase in bronchial 
secretion in man. Not all will agree with this view but it has always been 
difficult to assess the efficiency of drugs with an alleged expectorant action. 
In acute bronchitis, for instance, spontaneous improvement and free expec- 
toration usually occur without the use of expectorants. Furthermore, 
cough and sputum show such spontaneous variation that the patient’s 
accounts of improvement must be viewed with reserve. A controlled investi- 
gation of the properties of potassium iodide and ipecacuanha in chronic 
bronchitis (Alstead, 1939) failed to support the view that these drugs 
produce a copious and more fluid sputum. 

What then can be recommended to facilitate the expulsion of sputum 
from the bronchial tubes? Simple measures are generally effective. Large 
amounts of hot drinks such as tea, or water flavoured with fruit juices and 
glucose, are extremely useful though their mode of action is not understood. 
A favourite, effective and inexpensive prescription is sodium chloride com- 
pound mixture B.P.C. A tablespoonful in a tumberful of hot water should 
be taken twice or three times a day. 

Recent experiments using apparatus to measure the viscosity of sputum 
have shown that inhalations of an aerosol detergent solution (‘alevaire’) 
helped the expectoration of viscid mucoid sputum in patients with chronic 
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bronchitis. Equally satisfactory results, however, were obtained with an 
aerosol of simple water, and it was suggested that the action of the aerosol 
was due to simple hydration of the viscid sputum (Palmer, 1957). ‘Though 
a ‘Collison’ or ‘Oxygenaire’ nebulizer is essential to produce particles small 
enough to reach the smaller bronchioles and alveoli, the use of a simple 
hand nebulizer which produces larger particles of the aerosol might be of 
some benefit. The particles would not reach bronchioles and alveoi: but 
they might render mucus in the trachea and larger bronchi less viscid. 
More work is obviously required on this aspect of an important subject. 

Nevertheless, the experiments quoted give support to the liquefying 
effect on the sputum of inhalations of steam, a remedy which has certainly 
stood the test of time. A teaspoonful of compound tincture of benzoin B.P. 
may be added to a pint (0.5 litre) of near-boiling water if so desired. 

When the slightest degree of bronchial spasm is present, the administra- 
tion of a bronchodilator using a hand inhaler will help the expectoration 
of viscid sputum. This will be brought about by dilatation of the bronchi 
and possibly by the hydrating effect of the liquid inhaled on the sticky 
mucus. For this purpose 1 ml. of compound spray of adrenaline and 
atropine B.P.C. should be inhaled using a hand inhaler three or four times 
a day. Alternatively, a solution containing isoprenaline (e.g. ‘neo-epinine 
no. 2’) may be tried. 

Postural coughing or drainage in certain cases is most useful. Patients with 
purulent bronchitis, bronchiectasis or aspiration pneumonia should be 
instructed to carry out the procedure at least twice a day. Thus coughing 
is encouraged and excessive retention of mucus and pus in the bases of the 
lungs is prevented. 

In summary, the best measures for encouraging cough to promote the 
expectoration of sputum are the prescription of hot drinks, steam inhala- 
tions, bronchodilator aerosols and postural drainage. 


COMPLICATIONS OF COUGH 
In aged and debilitated persons, intractable cough may lead to exhaustion 
and insomnia. 

Muscular strain in the chest wall may occur and cause pain which can 
mimic the pain of pleurisy, and the violent expiratory efforts of coughing 
may on rare occasions cause fracture of one of the lower ribs—cough 
fracture. 

Stress incontinence of urine may occur during a bout of coughing in 
women with uterine prolapse, and sometimes an inguinal hernia is first 
noticed by the patient during an attack of respiratory infection. 

In all those with chronic pharyngitis due to excessive tobacco and alcohol 
consumption, cough associated with vomiting may occur, especially before 
breakfast. The pharynx is so irritable that a small amount of secretion in 
contact with it may induce the vomiting reflex. 

Cough syncope, though uncommon, is usually most alarming to the 
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patient and his relatives. Charcot, in 1876, first described as ‘laryngeal 
vertigo’ the loss of consciousness which can occur during a severe bout of 
coughing. The modern term is more descriptive. The violent paroxysm of 
continuous coughing causes a high intrathoracic pressure and accumulation 
of blood in the peripheral veins. There follows a decrease in filling pressure 
of the heart and fall in stroke output. The resulting syncope is attributable 
to the fall in arterial pressure (Sharpey-Schafer, 1953). The anxious patient 
and his relations usually think the syncope is due to heart disease or to a 
stroke but cough syncope nearly always occurs in overweight, middle-aged 
men who smoke excessively and who have an upper respiratory infection. 
The mechanism of the loss of consciousness should be explained to the 
patient. 


COMMON CAUSES OF COUGH 
The common cold, and other virus infections of the upper respiratory tract 
are self-limiting diseases and do not respond to antibiotics. Annoying dry 
cough may be treated by a sedative linctus, and the inhalation of steam. 

Acute tonsillitis and pharyngitis, especially when there is cedema or 
exudate, fever, constitutional disturbance or enlargement of the neck 
glands, should be diagnosed clinically as s-hemolytic streptococcus infec- 
tion. Penicillin in adequate dosage must be started at once while waiting 
for the results of bacteriological examination of a throat swab. Cough in 
acute sore throat is seldom troublesome if treatment with penicillin is 
started promptly but it may be necessary to prescribe a soothing linctus. 
Penicillin lozenges should never be recommended. 

Sinusitus.-Cough is often due to the irritation of the pharynx by post- 
nasal secretions. A five- to seven-day course of penicillin should be given. 
Nasal drops containing one per cent. ephedrine will help to shrink the 
swollen mucous membranes and assist in the drainage of the sinuses. 

Acute laryngitis.-Cough is often particularly troublesome and painful. 
A cough linctus, resting the voice, and steam inhalations will bring much 
relief. 

Acute tracheitis and bronchitis following a cold in the head or compli- 
cating influenza will account for many cases of cough in general practice. 
Except in mild cases in previously healthy young adults who recover 
quickly, treatment with penicillin should be started at once. Even mild infec- 
tion in young children and elderly patients is potentially dangerous and 
penicillin should always be given. The sulphonamides are not effective. 
Cough is seldom a problem if penicillin is given in adequate dosage; a 
cough linctus is useful in the early stages when cough is dry and persistent 
but later, when cough becomes productive, measures to encourage cough 
and expectoration of sputum should be instituted. Cough and purulent 
sputum may have been present for several weeks before consulting the 
doctor. In some of these cases x-ray examination of the chest will show 
patchy areas of increased density or more definite shadows of segmental 
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collapse in the lower lobes of the lungs due to aspiration pneumonia. 
Treatment with penicillin is indicated. 

Pneumonia.—Antibiotic treatment, preferably with penicillin, will bring 
about such rapid improvement that cough seldom requires any treatment. 
When aspiration pneumonia is present or when pneumonia is slow to resolve, 
cough and expectoration should be encouraged. 

Whooping-cough.—Early treatment with chloramphenicol may shorten the 
duration of the disease but the practitioner will often be called upon to 
relieve the distressing paroxysms of cough. The family doctor will pre- 
scribe his favourite cough-sedative mixture, but phenobarbitone, and cam- 
phorated tincture of opium B.P., are still very useful drugs. 

Pulmonary tuberculosis and bronchial carcinoma.—-Cough in patients with 
pulmonary tuberculosis seldom requires treatment except in chronic cases 
when the cough interferes with sleep. In treating patients with inoperable 
bronchial carcinoma at home it should be remembered that purulent bron- 
chitis is a common complication and more relief from cough will often be 
obtained with a five- to seven-day course of antibiotic therapy than with a 
cough sedative, but when there is irritation from neoplastic involvement of 
glands full cough sedation is necessary. 

Chronic bronchitis and bronchiectasis._In acute exacerbations in patients 
with chronic bronchitis and bronchiectasis, antibictics are similarly of greater 
value than cough mixtures. Since the commonest organisms found in the 
sputum are pneumococci and H. influenza, a combination of penicillin and 
streptomycin should be given by intramuscular injection twice daily or, 
alternatively, chloramphenicol or the tetracyclines, to which both organisms 
are sensitive, should be given in a daily dose of 2 g. for a period of five to 
seven days. In most cases so treated purulent sputum usually becomes 
mucoid within seven days. Measures to encourage cough, loosen sputum 
and relieve bronchial spasm should not be forgotten. 

Hemoptysis.—In patients with hemoptysis whatever the cause, the same 
general principles apply. There is no need to encourage cough but it must 
on no account be suppressed because of the danger of aspiration of the 
blood into the dependent parts of the lungs. It is permissible to use small 
amounts of a sedative drug to allay anxiety but morphine and large doses 
of barbiturates are contraindicated. 

Chronic cough in children—-The most common cause of recurrent or 
chronic cough in children is either chronic infection of the tonsils and 
adenoids or chronic infection of the maxillary sinuses. Little will be gained 
by the symptomatic treatment of cough and each attack of tonsillitis should 
be treated with penicillin in adequate dosage. Tonsillectomy may be neces- 
sary. The presence of post-nasal discharge in children of school age indi- 
cates infection of the nasal sinuses. Many cases will respond to the instilla- 
tion of nose-drops containing 0.5 per cent. ephedrine in normal saline 
combined with a course of penicillin. Cough is seldom a feature in child- 
hood tuberculosis, nor will the practitioner often find abnormal clinical 
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signs in the chest. Persistent rales at one or both bases indicate bronchi- 
ectasis or resolving pneumonia. 

Tobacco smoking is certainly one of the commonest causes of chronic 
cough. Many smokers realize that their chronic pharyngitis, wheeziness and 
breathlessness on effort are due to excessive smoking but few understand 
that they are more liablé to respiratory infections. The treatment of the 
so-called ‘smoker’s respiratory syndrome’ is obvious. Patients with chronic 
bronchitis and other chronic pulmonary infections often firmly believe that 
the inhalation of cigarette smoke stimulates cough and helps them to bring 
up sputum. This may well be so but this admirable quality of tobacco is 
offset by the chronic irritation of the upper respiratory tract which is main- 
tained by heavy smoking. All those who are suffering from chronic respira- 
tory infection should be advised to stop smoking; if they de so, many will 
be considerably improved. 

Heart failure is one of the few diseases in which it is permissible to give 
morphine when cough is present. Cough due to pulmonary congestion may 
be troublesome at night and by interfering with sleep and inducing fatigue 
will place an added burden on the heart. A sedative cough mixture may 
be prescribed but congestion soon lessens as the heart responds to the 
appropriate treatment. Morphine may be administered provided bronchitis 
is not present. When cardiac asthma or acute pulmonary cedema occurs 
cough as well as dyspnoea may be distressing. This emergency calls for the 
injection. of } grain (15 mg.) of morphine which will bring about one of 
the most rapid and satisfactory responses to be seen in clinical medicine. 

Stomach cough.—The so-called stomach cough is said to arise from disease 
or irritation of the stomach by causing cough reflexly. Such an entity does 
not really exist. Cough may occur, however, when the pharynx is irritated 
by acid regurgitation or vomitus. 

Reflex cough due to wax in the external ear probably never occurs. 


SUMMARY 

(1) The protective function of cough is emphasized. 

(2) When cough is complained of it is essential to discover the disease 
causing it and to direct treatment accordingly. 

(3) Antibiotic therapy has revolutionized the treatment of respiratory 
disease and the symptomatic treatment of cough will seldom be necessary. 

(4) Measures to encourage cough and to promote the expectoration of 
pulmonary secretions are recorded; expectorant cough mixtures are of 
doubtful value. 
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THE CARE OF THE SKIN IN 
WINTER 


By H. R. VICKERS, V.R-D., M.B., M.Sc., F.R.C.P. 
Dermatologist, United Oxford Hospitals 


In Great Britain we are fortunate in that we do not experience extreme 
variations of temperature throughout the year and on this account there 
are only a few dermatoses encountered in this country which can be directly 
attributed to the effect of the climatic conditions. The two main factors 
which influence the skin in the winter are temperature and relative humidity: 
the effects of temperature acting primarily on the blood vessels of the skin 
and alteration in relative humidity acting directly on the epidermis. 


CHAPPING 

Most people have experienced chapping in some degree at some time. It 
is therefore unnecessary to describe the slightly irritable, rough, reddened 
skin, often showing numerous cracks, usually on the dorsal aspect of the 
fingers and hands, which is so characteristic of this condition. The cracks 
are caused by the epidermis becoming brittle and breaking whenever the 
skin is stretched over the knuckles. Until a few years ago it was assumed 
that this brittleness and roughness of the skin were due to loss of natural 
grease from the skin and that chapped hands were associated with some 
loss of sebaceous secretion occurring in cold weather. The fundamental 
work of Blank (1952) and Grant and Underwood (1952), however, has 
shown that the brittleness of the skin is due to loss of water by evaporation 
from the epidermis; more water evaporates from the surface than reaches 
the epidermis from within. This increased loss of water can occur at high 
temperatures, low humidities and in flowing air but it is probable that the 
skin cannot dry out to the point of brittleness if the relative humidity is 
60 per cent. or more. Thus chapping occurs in this country on frosty clear 
days in which the relative humidity is low and particularly if it is also 
windy—or if air-flow is produced by riding a bicycle or motorcycle. This 
rdte of loss of water from the epidermis is enhanced if the skin is wet and, 
with the increased degree of evaporation in these circumstances, there is, 
of course, a greater cooling effect. Thus, chapping occurs only on exposed 
areas and it can be prevented by reducing the loss of water from the skin 
by evaporation, keeping the areas covered and keeping them dry to avoid 
increased rate of evaporation. The application of a grease or emulsified 
cream is beneficial, not because it supplies grease to a deprived skin, but 
because it materially reduces the rate of evaporation. There is, of course, a 
great individual variation in the ease of chapping. Those with a naturally 
dry skin, associated with diminution of sebaceous and sweat secretion, as 
seen, for example, in ichthyosis and xeroderma, have to be particularly care- 
ful to avoid exposure to cold and to dry their skin carefully to avoid chapping. 
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WINTER ITCH (PRURITUS HIEMALIS) 

In its mild forms this is very common and it is unusual for the sufferer 
to mention it to his practitioner. The irritation tends to affect the whole 
body in women and particularly the legs in men and is most marked after 
undressing. It is probably due to increased drying of the skin. Usually no 
treatment is necessary, but in old people the irritation may be particularly 
trying. In such people it is important to remember that irritation may be 
associated with diabetes, renal disease and malignant disease. The drying 
of the skin in old age is in part due to the gradual diminution of sebaceous- 
and sweat-gland activity and, in trying to prevent irritation, the natural 
secretions should be conserved as much as possible. 

Such patients should bath as infrequently as possible. Often this is 
difficult to achieve since they feel that their irritation is due to something 
‘unclean’ on the skin and not only do they bath frequently but also often 
add various antiseptic solutions to the bath water, thereby further aggra- 
vating the skin. In addition, when they are actually in the bath, the irritation 
is greatly eased. For local application, hydrous ointment B.P., containing 
0.25 per cent. crude coal tar, is helpful; some find relief using one of the 
proprietary antihistamine creams. Ointments containing benzocaine and 
allied substances should not be used because of their capacity to produce 
sensitization dermatitis. 

CHILBLAINS 

Chilblains have been the subject of folk medicine for generations. Williams 
(1953) wrote a full account of the condition in The Practitioner and no new 
developments have occurred in the treatment of this condition since that 
time. The cause is spasm of the blood vessels when the skin is exposed to 
cold and the critical temperature for this to occur is just around freezing 
point. Chilblains are also associated with a constitutional susceptibility and 
are seen in those individuals who even during the height of summer tend 
to have cold hands and feet, the type of individual in fact who has the 
‘chilblain circulation’. These people often have mottling, or bluish dis- 
coloration, of the hands’ and feet. 

Winner and Cooper-Willis (1946) investigated the chilblain problem in some 3000 
women serving in the Auxiliary Territorial Service during the war. These com- 
prised a fair cross-section of the unmarried female population of this country, and 


under Service conditions they found that the incidence of chilblains rises steadily 
up to the age of forty. 


In the majority of cases the first attacks occur between the ages of 15 
and 17. Office workers have a higher incidence than those who are physically 
active—this, of course, may be due partly to the fact that the person with 
the ‘chilblain circulation’ is more fitted for office work. Those who stand 
for long periods develop chilblains more readily on the feet and legs. There 
may be a family history of chilblains, and outdoor exposure does not have 
any adverse effect except in transport drivers who remain for a long time in 
one position. 

Treatment.—The great difficulty in assessing the value of any of the 
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many recommended cures is that the severity of each attack fluctuates 
markedly with even slight changes in temperature and relative humidity 
and, since such fluctuations are a feature of our climate, the condition may 
improve in spite of, and not because of, the vaunted cure. Few of these 
cures are effective when tested scientifically. Calcium salts have gained a 
high place with the public, but there is no evidence to suggest that calcium, 
either by mouth or by injection, has any beneficial action at all in chilblains. 
The trouble is that it is much more spectacular to give a course of intra- 
venous injections, fortunately of a relatively harmless substance, than 
to advise simple but largely unacceptable remedies. With the possible 
exception of the vasodilator preparations, all drugs in the treatment of chil- 
blains are useless. Nicotinic acid has been used but many patients complain 
of the side-effects. In my experience, tolazoline hydrochloride, 25 mg. thrice 
daily, is*much better tolerated. In using this substance it is important to 
remember the contraindications: peptic ulceration and cardiac insufficiency. 

The only effective treatment of chilblains is warmth: if efficient steps are 
taken to keep the skin warm, there will be no chilblains. This means wearing 
warm protective clothing and the trouble is that this is unlikely to coincide 
with the fashion of the moment. Chilblains are uncommon in Canada and 
the United States and, although this may be associated with some differences 
in climate, the low incidence in these countries is probably due to the 
adequate steps taken to counteract cold: central heating and sensible winter 
clothing. Rothman (1954) states that at temperatures below 25° C. clothing 
prevents heat loss and the protective action of clothing depends upon the 
thickness of still air entrapped in the layers of clothing, the type of material 
being relatively unimportant. Woollen stockings and woollen gloves and 
lined boots and gloves are effective in preventing chilblains but wet gar- 
ments should be changed, since the evaporation of the water causes in- 
creased cooling and water does not act as a heat insulator. Physical exercise 
is beneficial by increasing metabolism and peripheral blood flow; it is this 
advice, namely, to keep warm and to take exercise, which is often unpalatable 
to the chilblain sufferer. 

Local treatment.—For local application I use an ointment advocated by 
the late Professor Lomholt :— 


Balsam of Peru 5 per cent. 
Camphor te 
Yellow soft paraffin 0168 » « 


This is applied to the areas night and morning. Of the many preparations 
tried experimentally by Winner and Cooper-Willis, they recommend the 
following ointment :— 


Phenol I per cent. 
Soft paraffin 3 ss 8 
Camphor a 
Hard paraffin SS eee 
Balsam of Peru 2 os 


Anhydrous lanoline toj10oo ,, 5, 
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This is used in two ways: either the affected part is immersed in hot water 
before going to bed, dried carefully and the ointment applied, or else the 
ointment is rubbed into the areas night and morning. If the chilblains are 
ulcerated there may be a good deal of secondary infection and I have found 
neomycin cream to be effective in these cases. 

To clear an attack quickly in very severe cases, superficial x-ray treat- 
ment is most effective. All these measures, however, are only adjuncts to 
the important principle of keeping the areas warm. 


ERYTHROCYANOSIS AND ERYTHEMA INDURATUM 

The deep-blue indurated nodules which occur on the posterior aspect of 
the lower legs of adolescent girls have the descriptive name beloved by 
medical students, ‘erythrocyanosis frigida crurum puellarum’. Whether or 
not this condition is a manifestation of chilblains or whether it is due to 
tuberculosis—to which the name of Bazin has been attached—or whether 
there are two distinct and separate entities is still the subject of controversy. 
It appears to have been very uncommon last century. In this century many 
articles have been written on the disorder, and one, by Telford (1937), 
stated that cases are due to cold, and are not associated with tuberculosis. 
Lewis (1946) states that ‘it came in with short skirts and thin stockings and 
will go out with them’. This association with fashion would account for 
the increased incidence of the condition during this century. 

Clinically the deep indurated chilblain affecting the leg has a very charac- 
teristic clinical appearance. It is seen particularly on the posterior aspect 
of the lower half of the legs of girls after adolescence and occurs either in 
association with a good deal of subcutaneous fat or in legs partially para- 
lysed following poliomyelitis. The fat legs have a red to purple colour, the 
hair follicles are often deeper in colour than the surrounding skin, and when 
the colour is blanched by digital pressure the previous colour returns very 
slowly when pressure is released. In these discoloured areas there may 
occur deep, ill-defined, indurated nodules and occasionally these ul¢erate 
on the surface giving relatively painless ulcers with irregular bases sur- 
rounded by the purple erythrocyanotic skin. 

Similar ulcers may occur in the poliomyelitis limb but, even though the 
limb has been affected in early childhood, the vascular changes are not seen 
until the age of 10 or 12 years. The cause of the ulceration is defective venous 
return associated with muscular wasting, a relatively small arterial blood 
flow, great excess of fat in the tissues and the effect of local cold. 

In the treatment of this condition lumbar sympathectomy is of benefit 
in those cases associated with old poliomyelitis but in all cases the treat- 
ment is basically the same as for chilblains: namely, to avoid cold. Sir 
Thomas Lewis (1946) summed up the situation when he stated that ‘those 
who for zsthetic reasons ask for help are loath to accept it when they find 
that advice conflicts with fashion and insists on warmer clothing’. 

In the ulcerated or very indurated cases, the application of an ‘elasto- 
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plast’ type of bandage from the base of the toes to the knees is very useful. 
This acts probably partly by improving the venous return but also, I think, 
by giving a reasonable protection against cold. The bandage should be left 
on for at least a week and, to minimize the risk of producing a sensitization 
dermatitis, I apply the bandage with the sticky side out. 

Although the great majority of these cases of indurated erythrocyanotic 
nodules in the legs are directly due to cold, in the person with the ‘chilblain- 
type’ of circulation I am of the opinion that Bazin’s disease as such is an 
entity and that there are occasional patients in whom tuberculosis plays an 
important part in the condition. These cases sometimes have evidence of 
latent tuberculosis elsewhere and clinically they closely resemble the chil- 
blain type of induration. They differ in that the ulcers may not be confined 
to the lower half of the leg, the edge is much more ragged and is deep- 
purple in colour and there is not the same degree of discoloration of the 
skin surrounding the ulcer. These patients respond well to anti-tuberculous 
drugs: streptomycin, isoniazid and para-aminosalicylic acid. It is probable 
that these cases also have the chilblain-type circulation and, as a result of this 
sluggish blood flow, tubercle bacilli in the blood stream lodge in the deeper 
tissues of the leg, giving rise to the true erythema induratum of Bazin. 

Biopsy is of no value in differentiating the two types of lesion but the 
response to anti-tuberculous therapy is most striking in the cases of true 
Bazin’s disease. 


FROSTBITE AND CHONDRODERMATITIS 
NODULARIS HELICIS 
Frostbite.—This is very uncommon in this country. There is an excellent 
and vivid description of the suffering produced by frostbite in the book 
‘Annapurna’, by Maurice Herzog, which is an account of the French 
expedition to the Himalayas in 1950. 

Chondrodermatitis nodularis helicis—In my opinion the commonest cause 
of this peculiar condition is mild frostbite. This not uncommon lesion 
arises as a painful indurated nodule, about the size of a lentil, on the upper- 
most part of the fiee margin of the pinna. These lesions occur almost 
entirely in men and the patient’s only complaint—which is very charac- 
teristic—is pain on lying with the affected ear downwards: the nodule is 
pressed between the pillow and the side of the head and is intensely painful. 
The lesions occur usually in people who have spent a good deal of time 
out-of-doors in cold frosty weather and following mild frostbite this 
painful nodule develops. The only time I have seen this in a woman was 
in a rather ‘sporty’ patient with an ‘Eton crop’ and it seems that normally 
the hair is adequate protection for the female pinna. 

Treatment of these lesions is destructive although local hydrocortisone 
has been advocated. Of the destructive measures, I prefer that used by the 
late Dr. Roxburgh: spiking the nodule with a sharpened orange-stick 
which has been dipped in acid solution of mercuric nitrate B.P.C. Other 
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methods are destruction by diathermy and by cautery or by excision, 
although I have seen a case in which excision was followed by two painful 
nodules at the edges of the excised area instead of the original single nodule. 


COLD URTICARIA AND PITYRIASIS SICCA 
Cold urticaria.—Urticaria due to exposure to cold occurs but it is un- 
common. It is probably due to a direct action of the cold on the skin; the 
weals arise on only the cooled areas and the cold causes the release of 
histaminic substances into the skin. 

Pityriasis sicca—Not uncommonly in the winter, one sees on the faces 
of children well-defined, slightly scaling macules which are often symptom- 
less. These are probably areas of mild traumatic dermatitis associated with 
cold, wind and the use of soap on the face. Many theories of causation have 
been advanced, e.g. tuberculosis, a variety of impetigo, fungous infection, 
but the condition usually clears spontaneously in the summer and responds 
to stopping the use of soap, and the application of simple ointment. 


SKIN CONDITIONS AGGRAVATED BY WINTER CONDITIONS 
Although not directly caused by cold, several dermatoses are seen much 
more often in the winter months. Jnfantile eczema commonly arises for the 
first time in the winter and I feel that in these children, who have inherited 
the eczema tendency, exposure to cold winds, particularly on frosty days 
when the relative humidity is low, is often the trigger which precipitates 
the overt attack of infantile eczema. Thus, it is important to warn parents 
who have the ‘eczema, asthma, migraine’ history, to avoid taking their 
young infants out of doors on this type of day. Once eczema is established, 
it is, of course, important to avoid these aggravating conditions. 

Rosacea is often made worse by exposure to cold winds. Here again there 
is a disturbance of the vasomotor control of the superficial vessels in the 
face, and these are affected by the stimulus of cold winds. 

Psoriasis and acne vulgaris are often more active in the winter due, not to 
winter conditions, but the absence of sunlight. 

Cryoglobulinemia._-To complete the picture, the action of cold on the 
skin may, very rarely, bring to light the presénce of cryoglobulins in the 
blood of the patient developing purpura and superficial ulceration of the 
skin. This rare condition of cryoglobulinemia has been described in asso- 


ciation with multiple myelomatosis and various other types of internal 
malignant disease. 
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DIET AND CLOTHING IN WINTER 


By SIR ADOLPHE ABRAHAMS, 0O.B.E., M.D., F.R.C.P. 
Consulting Physician, Westminster Hospital 


THE stout middle-aged lady who presented herself in my outpatient depart- 
ment wearing a long thick ulster during a heat-wave would not have been 
accepted as an authority on physics and physiology. For, in response to the 
silent but expressive surprise conveyed by my uplifted eyebrows, she 
volunteered the opinion that ‘what keeps out the cold keeps out the heat’. 
I do not suppose there are many who would reproduce the good lady’s 
homely misconception of the body’s thermic regulation, but since one often 
encounters minor degrees of ignorance of the subject, some elaboration of 
general principles may not be out of place. 


THE FUNCTION OF CLOTHING 
Clothes are worn for protection, for decoration, or in the interests of 
modesty. Which of these is the predominant may be an interesting topic 
for debate, but here we are chiefly, if not quite entirely, concerned with the 
element of protection, the function of clothing to diminish heat loss. 


SENSITIVENESS TO COLD 

There is considerable variability in sensitiveness to cold. ‘A poor circula- 
tion’, ‘thinness of blood’ or relative insufficiency of adipose tissue are 
generally advanced by way of explanation; and these factors are not without 
truth but none represents the whole truth. So far as temperature is con- 
cerned, fat is an insulator; and yet one often encounters the very well- 
covered person who nevertheless complains bitterly of the cold, and as a 
contrast the thinnest fragile-looking girl who is relatively indifferent. The 
term ‘bad circulation’ may be entirely incorrect as applied to the heart and 
the major blood vessels, but correct if applied to the vasomotor system. 
Cutaneous vasoconstriction depends upon activity of the adrenergic sympa- 
thetic fibres; this is a constitutional state and must be accepted as such, 
for little if any benefit derives from attempts at ‘hardening’, as by exposure 
of the body, or by cold baths which may impart a glow of self-righteousness 
but develop no resistance. Exercise, of course, will lead to cutaneous vaso- 
dilatation with a temporary sense of warmth, but those with ‘a poor circu- 
lation’ who exercise regularly and vigorously acquire no permanent im- 
provement. 

Sufferers may experience some degree of self-congratulation from reflect- 
ing that constriction of peripheral blood vessels decreases heat transference 
from the interior to the surface of the body, and that the deep body tem- 
perature is prevented from declining below the physiological level. (J/ faut 
souffrir pour étre sain.) 

December 1957. Vol. 179 (685) 








686 THE PRACTITIONER 


As might be expected, the psychologists have not withheld their observa- 
tions. Those who feel the cold, they say, are feeling a lack of love in their 
lives. ‘Coldness’ is a universal metaphor for lack of love, as when we speak 
of sexual frigidity or of a person’s manner being icy. I wonder if anyone’s 
peripheral circulation has been transformed as the result of psycho-analysis? 


WOMAN’S PHYSIOLOGICAL SUPERIORITY 
Women tolerate pain, privation, and suffering in general better than men 
do. It is arguable that they are fundamentally less sensitive or that they 
display greater fortitude. In lack of sensitivity to cold, the obvious explana- 
tion is tissue insulation from a thicker layer of fat and doubtless this is a 
factor, but I am drawn towards some other more general explanation for 
lower sensitivity. Sex hormones may reasonably be presumed. We must not 
forget, however, that to a considerable extent vanity may be at the root of the 
seeming indifference of many women to temperature changes and their dis- 
regard of special clothing in the ups and downs of the thermometer: for to be 
sensibly dressed for exposure to cold generally prohibits a trim appearance. 


MATERIALS AND FABRICS 

Underclothing.—The basic principle is that warmth depends on insulation 
of air held in the interstices of the cloth, not on the material itself. The 
Eskimos rely on two layers of fur: an inner layer in which the fur is inwards, 
and an outer with the fur outside. This arrangement imprisons the body 
heat so effectively that the temperature of the air in contact with the skin 
approximates to that of a tropical summer. It must be remembered that the 
Eskimo is restricted to fur as material for his garments, and there are other 
reasons why we do not adopt his procedure. 

The advantage of wool over cotton—and, though to a lesser extent, of 
cotton over continuous filament rayon—is that wool lies less close to the 
skin, thus creating a small but important air space under it. Loose fitting 
is contributory to this advantage. Under dry conditions cotton may be as 
warm as wool, but under moist conditions a fleecy cotton material loses its 
insulative value. When wet—and of course perspiration (sensible and in- 
sensible) has to be remembered in this connexion—wool does not adhere 
to the skin, so heat is not dissipated and chill is avoided. Silk is preferred 
by those with a cutaneous sensitiveness that cannot tolerate wool. Although 
reasonably satisfactory, it is not so good an insulator as wool and there is 
the disadvantage of expense. A compromise is attempted, and in general 
achieved, by various combinations of silk and wool. Linen has its advocates, 
especially when incorporated with other materials into a porous consistency. 
There are, of course, other considerations. The popularity of nylon and 
the like is partly explained by the convenience of simple effective home- 
laundering. 

Outer garments.—Individual preferences and prejudices prohibit anything 
more than a few general observations. The most frequent misconceptions 
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are that warmth is ensured by a multiplicity of garments. Parents who 
express solicitude that their children are insufficiently clad rarely appreciate 
that they are often over-clad, especially with thick heavy garments that 
obstruct ventilation and insulation by air as well as limiting activity. It is 
more important to keep out wet and damp rather than cold. The advantage 
of the cardigan as an additional garment that can be conveniently donned 
and removed is generally appreciated. In material and structure it fulfils 
the requirements that are recognized as appropriate. The adoption of 
trousers by women must be debated on various grounds which I feel justified 
in avoiding. 
HANDS AND FEET 

Cooling is favoured by the large surface area relative to the mass of tissue 
and by the small quantity of blood supplied to cold extremities. The most 
desirable foot-gear should be constructed of insulative material not affected 
by wetting. Above a certain point, thicker foot-gear will cause no appre- 
ciable improvement in insulation. 

The accumulation in socks of moisture from sensible and insensible 
perspiration lowers the insulative value. Were it practicable, covering both 
surfaces of socks with rubber would avoid this disadvantage. The insulation 
from rubber soles of shoes is on a different physical principle. For stockings, 
wool again is doubtless the best material. But here warmth is a poor second 
to vanity and it is not surprising that the vast majority of women choose 
nylon. Pure silk would no doubt be universally employed were the economic 
factor of no consequence. Ankle-socks may provide additional protection 
without unduly sacrificing appearance. Still more efficient is the use (in both 
sexes) of fleece-lined ankle-boots, which may extend upwards to a variable 
length. Indeed, if the upper part of the thigh and the vulnerable ankles 
are well protected, the lower limb as a whole needs no further attention. 

Whatever material and lining are preferred for gloves there is much to be 
said in favour of the ‘mitt’—the type usually worn by little children, in 
which the thumb is separate from the rest of the hand and the fingers are 
undivided. The very vulnerable wrist receives ample protection. 


HATS AND CAPS 
Up to perhaps forty years ago, any man who appeared in public without 
some form of head covering would have been regarded as a crank or little 
better than a lunatic. Indeed, so vulnerable was this portion of the body 
regarded that it was-by no means unusual to adopt protection even indoors. 
At the present day so large a proportion of the male population is -bare- 
headed that it ought to be possible to decide on the wisdom or unwisdom 
of such exposure judging by apparent consequences. In some parts of the 
world there is a proverb to the effect ‘to warm your hands put on your hat’, 
This will, it is explained, lead to retention of heat within the body and 
transmission of warm blood to the extremities. Laboratory experiments have 
indicated that the head is more vulnerable to cold than is generally supposed, 
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and that exposure accounts for a large percentage of body-heat loss. It did 
not transpire from the laboratory records whether appropriate differences 
could be noted in the case of the bald and in those with a thick thatch. 

It has been recommended to wear a corset or broad abdominal belt with 
the idea of squeezing blood from the splanchnic pool into the periphery. 
But although the idea may be valid, any apparatus tight enough to be 
effective would be uncomfortable and hamper activity and, in addition, 
invite the disadvantage of perspiration. 

Apart from its decorative value there appears to be no advantage in the 
muffler or scarf, although there is differing opinion whether the neck should 
be protected or remain substantially uncovered. Plausible arguments are 
forthcoming for either alternative. Personally, I favour exposure. 


FOOD 
Compared with the subject of diet in hot weather, the present discussion is 
a very simple matter. For in hot weather, although in order to maintain the 
activity for the ordinary purposes of life an adequate caloric value must be 
ingested, one is handicapped by circumstances: appetite fails and recourse 
must be had to strong condiments and other undesirable means. Many of 
the habitual foodstuffs become repulsive and some skill and ingenuity are 
required in the selection and provision of adequate alternatives. But in the 
winter no such difficulty arises. Whilst diminution of heat loss is a matter 
of clothing and other physical methods, it is desirable to increase heat pro- 
duction by increased consumption of food, and this requires no recom- 
mendation or instruction. Cold weather in itself is an encouragement to 
activity and so to increased appetite. It is of little importance what form 
of food is taken; the cardinal feature is to increase the number of calories. 

Fats are the most desirable as the most compact form of fuel, and in the 
majority of cases a craving is instinctively experienced. Carbohydrates have 
the disadvantage that it is necessary to take double the quantity for the 
same caloric value and gastric over-distension is more likely. Fats, too, have 
an additional value in providing a sense of continued well-being, doubtless 
on account of their relatively prolonged stay in the intestine. 

It seems superfluous to refer to the value of hot drinks. And yet it is 
estimated that a pint of liquid swallowed at a temperature of 112° F. 
(44.5° C.) will add only about five calories, suggesting that the advantage 
is more psychological than physiological. But whether that is the reason, or 
whether as a consequence the skin receives more blood, there can be no 
doubt that the drinker feels warmer, and the exact mechanism responsible 
for his sense of comfort is immaterial. 








THE HAZARDS OF WINTER SPORTS 


By W. E. TUCKER, C.V.O., M.B.E., M.B., F.R.C.S. 
Orthopedic Surgeon, Royal London Homeopathic Hospital 


IN all types of winter sport—ski-ing, skating, ice hockey, toboganning, 
and gentler activities such as curling—tt is well to understand the mechanism 
of injury. 


THE MECHANISM OF INJURY 
Coordinated perfect movements are executed by activator muscles assisted 
by synergic ones working on firm prime fixing muscles. Thus, if an acci- 
dent occurs it may be possible to localize exactly the level at which there 
has been a breakdown in the sequence of movement. It is only in this way 
that accidents and recurrences from a particular injury resulting from the 
incorrect use of muscles may be prevented. 

Active, alerted posture stipulates that the prime fixing levels are in an 
alerted state ready for movement; then a quick movement or action cannot 
cause an injury at the prime fixing level. Frequently, however, due to 
habitual slumping and bad posture, the prime fixing levels are not held ready 
for action. At other times, a slip of the foot or twist of the ankle on a slippery 
surface may throw an extra strain on the activator group of muscles, with 
resulting tear of these muscles or even a sprain of the joint protected 
by them. 

The body is arbitrarily divided into five main prime fixing levels (fig. 1):— 

(1) The whole weight of the body on the ankles and feet. 

(2) The trunk and pelvis on the thighs through the hip joints. 

(3) The trunk on the pelvis. 

(4) The shoulder girdle and arms suspended by muscles from the skull, 

cervical and dorsal spine and chest wall. 

(5) The head on the neck. 

Voluntary muscles are said to contain both red and white or yellow 
fibres (Clark, 1945); the red fibres are employed in the prime fixing move- 
ment or static contraction to hold‘the mobile parts steady on the more 
fixed parts, whereas the white or yellow fibres are employed in dynamic 
movements. 

In an excellent article, Williams (1956) pointed out that there are two 
common causes of injury, both of which are more liable to occur to the 
novice than to the expert skier. The first occurs in attempting a ‘Stem- 
Christiana’ when the skis cross and there is an abduction internal rotation 
strain thrown on the knee. The second takes place when running into deep 
snow and there is a divergence of the skis with an abduction external 
rotation strain on the knee joint. In both cases, however, the abduction 
strain is the major force and seldom is there an associated lesion of the 
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medial meniscus. In the first group there is a tendency for a lateral collateral 
ligament sprain to occur in the corresponding ankle. As in all injuries the 
majority of winter sports injuries are due to either direct or indirect causes. 





DIRECT INJURY 

Blows and contusions from the effects of falls are naturally common and 
may happen to the experienced winter-sports athlete as well as to the novice. 
Sometimes the amount of traumatic 
effusion is enormous, especially in 
the buttocks, or the outer side of the 
thigh, particularly in relation to the 
gluteus maximus insertion and the 
tensor fascia femoris. No doubt in 
many of these cases a blood vessel is 
partially or completely torn, with 
leaking into the tissues. In complete 
tears the vessel eventually closes by 
contraction and retraction of the inner 
walls, or bleeding stops when the 
blood pressure is overcome by the 
tension of the blood in the tissues. 

The actual fall or blow may con- 
tuse and bruise the tissue cells to 
such an extent that necrosis and 
death of some of them will occur. In 
the treatment of contusions and 
bruises from direct injury therefore 
it can be seen that there may be a 
large collection of traumatic effusion 
and dead cells. Before the stage of 
healing occurs the effusion must be 
removed with the dead cells, for it is 
only then that healing will take place. Fic. 1.—The five main prime fixing levels 
This is called the negative phase . 
in recovery and it is during this phase that any form of treatment, apart 
from removal of these products of injury by aspiration or operation, is 
unlikely to show a marked effect. 








: 
| 
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INDIRECT INJURY 
As has been seen, the force of an indirect injury is thrown on the muscles 
primarily and the joints secondarily. Acute strains and sprains affecting 
either the muscles or joints result from winter sports accidents and vary 
\ according to the severity of the injury. Slight minimal chronic strains of 
muscles may take place from postural causes supplemented by occupational 
ones such as strains of the flexor muscles of the elbow from curling. If the 
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condition of strain persists, especially in a middle-aged person, the elbow 
joint worked by these muscles gradually suffers the same fate. 


THE ACTIVE APPROACH TO TREATMENT 

The first aim of treatment is to restore the damaged structure to as nearly 
normal as possible. Healing is bound to take place by a process of fibrosis, 
but a resilient, supple scar is essential. The effect of direct injury may be 
to produce an enormous effusion or hematoma and this must be evacuated 
or dispersed as quickly as possible, otherwise the hamatoma organizes, or 
may even simulate, thrombosis or thrombophlebitis. The tissues, either 
subcutaneous, fascial or muscular are, through contraction, liable to lose 
their resilience, and the muscles their full extensibility and flexibility. 
Tender thickenings may form, especially in ‘dead’ areas at the convergence 
of fascial planes or places such as around the heel where there are no 
muscles. The effects of injury, whether direct or indirect, together with en- 
forced rest, have a detrimental effect on the surrounding muscles, causing 
them to waste. 

The active approach to all injuries should therefore combine rest from 
all forms of strain which tend to reproduce or aggravate the e: sting injury, 
at the same time allowing modified activity so as to rebuild m -1scle nower. 
To ensure this there should be a team of experts organized to treat winter 
sports injuries correctly. 

The first-aid worker can prevent aggravation of the injured part by suit- 
able protection and support. He can also contribute to preventing shock by 
reassuring the patient and facilitating his arrival at a medical centre as 
quickly as possible. 

Using all facilities at his disposal, such as x-rays, laboratory tests, and 
physiotherapy, the practitioner makes a thorough examination and as 
accurate a diagnosis as possible, and then institutes a course of treatment. 
This may include aspiration by a large-bore needle under local anzsthesia, 
or expression of traumatic effusion through an incision carried out with 
strict aseptic technique and preferably under general anesthesia. He may 
decide that an injection of procaine or lignocaine with hydrocortisone or 
hyaluronidase will be helpful. He ensures that the injured part is suitably 
protected and supported. Some type of removable support is at first no 
doubt the most comfortable, such as gamgee and a firm bandage, felt and 
elastic webbing, or a padded removable plaster of Paris cast. All these can 
at the same time have sufficient pressure effect and be easily removed for 
home treatment and physiotherapy. 


HOME TREATMENT 
The patient is given exact instructions as to what is meant by home treat- 
ment. Exercises in varying degrees, particularly without strain or weight- 
bearing, are carried out at intervals. It is often best to perform the exercises 
for two minutes every hour rather than for longer periods at less frequent 
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intervals. Contrast bathing, hot sponging and home massage, twice daily, 
combined with either kaolin, ‘antiphlogistine’, ‘medilintex’ or lead and 
opium compresses at night, may be helpful. Support is maintained wherever 
there is the slightest chance of strain. Weight-bearing at first may be im- 
possible and ambulation takes place with crutches. Exact instructions as to 
the amount of weight-bearing with the support of crutches or sticks must 
be given at each stage of recovery. 
The sequence of graded active exercises is :— 
(a) Without weight-bearing or strain: * 
(1) With the aid of gravity 
(2) With a sling 
(3) Exercises in water 
(b) Without weight-bearing but with strain: 
(1) Against gravity 
(2) With graduated weights 
(3) Against strong resistance 
(c) Weight-bearing exercises: 
(1) Gentle and moderate 
(2) Strenuous 


PHYSIOTHERAPY 

Physiotherapy should include massage, possibly with the limb elevated, and 
short-wave diathermy or anodal galvanism with faradism. Some authorities 
do not yet realize the benefit of daily faradism and this should be given by 
the labile surging method (Smart, 1933). Each muscle is picked up five or 
six times and then the active electrode is moved to another muscle. In this 
way 15 to 20 minutes’ treatment is given to knee, shoulder or other structure 
without any likelihood of causing fatigue. In fact the patient with a swollen, 
tired and painful joint will often state that after faradism he feels there is 
less swelling, relief of tension and minimization of pain. As soon as possible 
the patient will combine home treatment and physiotherapy with remedial 
graduated training exercise supervised by a physiotherapist or instructor. 

Daily gentle manipulations are carried out by the physiotherapist to 
ensure re-establishment of the involuntary range of movements in a joint, 
as well as the active and voluntary ones. These involuntary movements 
allow for gliding, rotation, and side-bending of one bone or another. A 
joint can never function fully unless the range of involuntary as well as 
voluntary movements is complete. 

Every member of the medical team plays his part and the speed of 
recovery will depend a great deal upon minute attention to detail. 


CONTUSIONS 
Contusions occur particularly in the buttock and outer thigh. Other situa- 
tions may be the subcutaneous border of the tibia and round the shoulder 
joint including the acromio-clavicular joint. If there is a large effusion of 
blood this should be evacuated as quickly as possible. It may be possible 
to aspirate it though a large-bore needle but usually this is best done 
through a small incision down through the deep fascia. The incision should 
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be at least ? inch (2 cm.) long and T-shaped, otherwise healing occurs too 
quickly and further expression of fluid cannot be carried out. If aspiration 
is the method of choice this may have to be done repeatedly and it is wise 
to instil hydrocortisone with hyaluronidase at the completion of the aspira- 
tion. Even after expression under general anesthesia, further clots and serum 
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Fic. 2.—Complications of a traumatic effusion. 


will continue to seep out, sometimes for up to five or six weeks. An injury 
occurring in the outer side of the thigh may yield initially as much as a 
pint (0.5 litre) of blood, clot and serum, but it may be possible to evacuate 
several ounces after treatment each day. Gradually, as the clots are removed, 
the fluid will become more serous and will get less, until it eventually sub- 
sides. During this phase the patient is encouraged to carry out home treat- 
ment in the form of massage, postural and special exercises in relation to 
contrast and hot baths, and should be given daily organized physiotherapy. . 

The tissues around the original bruised area become discoloured, changing 
from red, as bilirubin is liberated, to yellowish-green due to biliverdin, and 
finally to purplish-black from hzmatoidin and hemosiderin. With active 
treatment the area of discoloration may move some distance from the site 
of injury and this is a good sign as it indicates spread by seeping. There 
will then be no localization of hematoma at the convergence of tissue 
planes or in ‘dead’ areas. 

So often extravasations of blood, and the products of traumatic effusions, 
are left to absorb gradually. Complications are common and include 
(fig. 2):— 


(1) The formation of tender thickenings, especially in ‘dead’ areas. A collection 
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of fine areolar tissue of a fatty nature may form in the neighbouring subcutaneous 
tissues. 

(2) An encysted hematoma with a fibrous covering. Variations in the interior of 

this may consist of :— 

(a) Serum formation. 

(b) Clot undergoing fatty degeneration. 

(c) Colour changes due to altered blood pigment. 

(d) Calcification, which occurs particularly in those hamatomas associated with 
contusions of the quadriceps, femoral adductors and in the muscles around 
the elbow. 

(e) Infection. 

(3) Irritation of the synovia of burse and joints through spread and seeping of 

the products of blood. 


These complications can be avoided by the active approach to treatment. 


MUSCLE INJURIES 
Injuries to muscles come under the following headings :— 
(1) Contusions 
(2) Strain of a muscle or tendon 
(3) Rupture of a few fibres 
(4) Partial rupture of muscle or tendon 
(5) Tendonitis or teno-vaginitis 
(6) Complete rupture of a muscle or tendon; rupture of the Achilles 
tendon is a not uncommon injury in ski-ing accidents and occurs 
particularly when the foot is suddenly forcibly dorsi-flexed, as may 
occur when the front of the ski comes against an obstruction. 
(7) Avulsion of the tendon of origin, or insertion with a flake of bone. 
Treatment.—The principle of treatment in these conditions is to remoye 
the traumatic effusion as quickly as possible either by aspiration, expression, 
or absorption into the circulation by means of injections including hyaluroni- 
dase. The muscle or tendon should be rested from strain, but remedial 
exercises of a mild nature instituted at once. These exercises are best car- 
ried out after massage, hot baths or contrast baths, and regular physio- 
therapy is given once or twice a day. In the case of complete rupture of 
the muscle or tendon, or avulsion of the tendon of origin or insertion with 
a flake of bone, operation may be indicated, especially if the injury is to 
a weight-bearing muscle such as the tendo Achillis. In both these degrees 
of injury it is possible to obtain a reasonably good result if the ends of the 
tendon or avulsed tendon with a piece of bone are placed in a position of 
relaxation, and there is approximation of the torn ends. For complete 
recovery, however, operation is the most satisfactory procedure, and in 
some cases a graft of fascia lata is employed to strengthen the line of suture. 


SPRAINS AND INTERNAL DERANGEMENTS 
In ski-ing accidents particularly, sprains of the medial collateral ligament 
of the knee (fig. 3) and the lateral collateral ligament of the ankle are the 
most common and will be described in more detail. Sprains may be of 
mild, moderate or severe degree which will naturally depend upon the 
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force of the accident. In some cases severe sprains are associated with 
rupture of the ligament and involvement of the articular surface of the 
underlying bones. In others, severe hemorrhagic synovitis due to an asso- 


‘ciated tear of the synovial membrane takes place. 


Medial collateral ligament.—The medial collateral ligament sprain of the 

knee is so common that the tender point on the inner side of the knee has 

been called the ‘Swiss kiss’. The 

position of this point varies but is 

usually placed at the upper attach- 

gos Pig ment of the ligament. In moderate 

(Pellegrini-Stiedo) OF Severe types calcification some- 

times occurs there and is called 

Pellegrini-Stieda’s ossification. With 

active treatment this condition is 
now seldom seen. 

The mild degree of sprain is 
given support with a felt pad and 
a firm crépe bandage and for two 
or three days moderate weight-bear- 
Seeping of . ing only is allowed. With active 
YX traumotic effusion home treatment and physiotherapy 
Fic. 3.—Common winter-sport injuries of the condition has completely re- 

the hanes. covered within a week. 

The moderate degree of sprain is treated by a similar method, but with 
a removable plaster of Paris support and the joint in full extension. It is 
imperative to maintain full extension of the joint. So often these cases are 
seen after a week and, due to contraction of the ligament and spasm of the 
muscles strapping the inner side of the knee, slight flexion of the joint takes 
place with limitation of full extension. Once this limitation has occurred 
it is sometimes many weeks before full extension is restored. Injection 
therapy with procaine, hydrocortisone and hyaluronidase, with home treat- 
ment and active physiotherapy, will restore the moderate degree to full 
activity within two weeks. 

A severe sprain with synovitis is treated in a similar way, and weight- 
bearing is allowed only with crutches. Active treatment includes injection 
therapy, home treatment and physiotherapy and the patient is often symp- 
tom free in four to six weeks. 

If there is a complete rupture of the ligament, as shown by x-rays taken 
with abduction tension applied, operation is necessary to obtain a good 
result. In some cases the medial meniscus is also involved as well as the 
anterior cruciate ligament and occasionally there is a contusion crush of 
the lateral meniscus as well. The case requiring operation will obviously 
take longer and it may be four to six months before full recovery occurs. 

Lateral collateral ligament of the ankle.—Sprains of the lateral collateral 
ligament of the ankle are in the same way divided into mild, moderate 
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and severe degrees and treated on the same principles as those of the 
medial collateral ligament of the knee. 

Continental surgeons, as well as some British ones, are inclined to advise 
continuous immobilization in a plaster of Paris cast for a period of six to- 
eight weeks for moderate and severe degrees of sprain of these two joints. 
The results of this complete immobilization are often seen six to eight 
months afterwards when the joint is showing a tendency to give way and 
there is wasting of the muscles. In the case of the knee, tender points in 
relation to the medial collateral ligament often persist and a mild degree 
of chondromalacia patellz is present. By the active approach many of these 
complications are avoided. 


FRACTURES 
Fractures are more common in the experienced winter-sports athlete as 
greater speeds are attained. Through no fault of his own an accident may 
occur, as, for example, if a skier suddenly strikes a concealed rock or tree 
stump. The nature of the surface may vary so much that it is impossible to 
anticipate every change in it. 

The principle of treatment of fractures as a result of winter sports 
injuries should not differ in any way .from those occurring in any other 
accident. It is possible that there may be extensive contusion and bruising 
of the tissues with excessive swelling, and therefore if the patient is to be 
transported some distance it is wiser to be content with a well-padded 
plaster, preferably not encircling the whole limb or, if it is, split to allow 
expansion. By this method the position of the fracture can be controlled 
relatively well although displacement may not be completely reduced. 
Obviously, reduction is performed as soon as possible. It may be that, as 
so often happens, the fracture is a spiral one with comminution occurring 
in the lower half of the tibia, and if accurate reduction cannot be obtained 
by traction and manipulation under full anesthesia it may be necessary to 
reduce the fracture by an open operation and to institute some form of 
internal fixation. This may be obtained by screws, plates or Kiintscher nails. 
Circular wiring of the fracture is a common practice on the Continent. 
This method is frowned upon in this country as it can lead to non-union 
and, if separate fragments are present, to sequestration of these. The con- 
tinental surgeon, however, maintains that if the wires are placed sub- 
periostally they do not interfere with the circulation and are a good method 
of obtaining fixation, especially in comminuted fractures which are difficult 
to control by pins and plates. 

Treatment of the soft tissues should run concurrently with the con- 
solidation of the fracture. This is possible by instituting isometric exercises 
while the limb is in plaster. These are active exercises against the resistance 
of the plaster. In the case of a fracture of the tibia, exercise for the whole 
limb right up to the low back should be carried out at frequent intervals 
throughout the day, including the muscles controlling the toe, midtarsal, 
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ankle, knee and hip joints and low back. In fact the whole limb is treated 
as an entity right up to its prime fixing level at the lumbo-sacral junction. 

Whenever possible, muscles are stimulated by surging faradism given by 
the labile method through windows cut in the plaster. Isometric exercises 
move the muscles in groups whereas faradic stimulation can move an indi- 
vidual muscle. This maintains the tone of the muscle and prevents the 
formation of adhesions between muscles. Traumatic effusion is dispersed 
as quickly as possible and the pumping action of muscles, the so-called ‘peri- 
pheral venous heart’, is maintained as near perfect as possible. 

As soon as the fracture is sufficiently consolidated support is removed 
for active free exercises and organized massage and faradism. The exercises 
are carefully graded and support is gradually removed. 

In the case of a fracture of the tibia and fibula the ankle and knee joints 
must be retrieved from a certain amount of inevitable stiffness and it may 
be some six to twelve months before the patient can return to vigorous sport. 

Falls on the shoulder and arm during winter sports may be responsible 
for dislocations and subluxations of the shoulder and acromio-clavicular 
joints and these, due to ligaments and cartilage tearing, lead to recurrences. 
Back sprains with associated disc involvement may also result. 


SUMMARY 

(1) The prevention of accidents may be minimized by an active approach 
to posture. 

(2) An organized medical team should, whenever possible, deal with 
injuries due to winter sports. 

(3) The medical practitioner employs the use of all aids to establish an 
accurate diagnosis. He should aspirate or express traumatic effusion when- 
ever possible, and instil procaine, hydrocortisone and hyaluronidase into 
the damaged area. 

(4) The return to perfect function implies full movement, both involun- 
tary and voluntary, and perfect muscle control. 

(5) By the active approach, which includes rest from all forms. of strain, 
graduated use, home treatment and physiotherapy, many winter sports 
injuries can be made completely symptom free with return to full activities 
in less than one-quarter of the time previously considered possible. 
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ASTHMA, ENURESIS AND EPILEPSY 
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School, Bath 


YEAR by year these three disorders head the list of causes for which children 
are referred to pediatric outpatient clinics or admitted to children’s wards 
in hospital. Together they account for nearly a quarter of the patients, and 
they undoubtedly cause much trouble and worry to parents and their family 
doctors. Most of this could be avoided by simple measures of prophylaxis 
or treatment. 


ASTHMA 
In the first place the diagnosis is sometimes missed by practitioners, who 
think that they are dealing with chronic or recurrent bronchitis. The wheez- 
ing and expiratory rhonchi should give it away, and in doubtful cases the 
family history or the previous history of eczema in infancy may help. When 
the diagnosis has been made the practitioner should arrange for a leisurely 
talk with the parents. This takes about ten minutes, and though repetition 
may make it stale to us we should remember that it is new to the individual 
parent. Moreover it is well worth while, because its purpose is preventive, 
and it may save many visits in the future. The information given is roughly 


as follows. 

‘Your child has a tendency to suffer from asthma. It is not dangerous, and the 
odds are highly in favour of his growing out of it. [In fact these odds are 8 or 9 
to one.] In the meantime you can help most by preventing attacks. You can find 
out what brings them on and avoid that thing. Quite often it is some sort of dust, 
and the most common is house dust. I do not mean that your house is dirty, but 
when the sun shines through the window you can see the dust in the air, and it is 
there all the time even if the sun is not shining. This dust gets into the child’s lungs 
and sets up a spasm. He spends nearly half his life in his bedroom and that is often 
the most dusty place in the house. If you can keep that room free from dust you will 
have won half the battle. Make the room as much like a hospital ward as possible. 
Remove all carpets and rugs and heavy curtains. Avoid feather pillows and eider- 
downs. Have a long turn-down of the sheet. Make the bed in the morning when 
the child is not in the room, and leave it to settle quietly all day. Use a vacuum cleaner 
if possible. 

Look out for other causes such as spores of mould on damp walls, pollen of 
flowers and trees, and some foods, particularly eggs and fish. Banish all birds from 
indoors, and possibly the cat as well. Avoid excitement or fussing. However anxious 
you (or grandma) may be, never let the child see or guess it. 

Journeys and holidays: railway carriages and old cars are dusty and may cause 
attacks. Similarly, boarding houses are often unsuitable. Some children are worse 
in the country because of the pollen or animals there. Some are much improved. 
Some are better by the sea, and some in the centre of a city. It is not possible to 
foretell the reaction until you have tried. If you are considering moving your house 
on account of this trouble it is well worth staying in the new place on trial for a 
few weeks first.’ 

If only parents would take note of all these points much trouble could be 


avoided. 


December 1957. Vol. 179 (698) 














ASTHMA, ENURESIS AND EPILEPSY 699 


INFECTION AND SKIN TESTS 

Infection.—Some children are allergic to bacterial toxins and have asthma 
only when their tonsils or middle ears are inflamed. But the treatment of 
such infections is simple nowadays and should cause no trouble. It is more 
common for infection to be diagnosed when it is not really there. The child 
is said to have ‘a cold’ which then ‘goes to his chest’. This is probably an 
allergic rhinitis, and it is often seen in asthmatic children in the summer 
when no-one else in the house has a cold and there is no infection about. 
Similarly sinusitis may be diagnosed, especially if reliance is placed on 
x-rays. The mucosa of the sinuses, like that of the nose and bronchioles, is 
merely swollen as part of the allergic reaction. 

It is easy to blame the tonsils as a cause of recurrent attacks of asthma, 
and it is the fate of most asthmatic children to have their tonsils removed. 
The natural tendency towards cure may lead some operators to believe that 
their intervention has contributed to the cure. In fact, tonsillectomy is of 
very doubtful value, and it should be undertaken only when there are some 
other very good reasons for it. In some cases it is the parents and not the 
doctor who demand sacrificial removal of the tonsils. They can easily be 
scared off by the use of the word ‘poliomyelitis’, for it has been shown that 
removal of the tonsils predisposes to the development of poliomyelitis not 
only in the period just after operation, but also in the remote future. 

Skin tests.—These are of doubtful value. They indicate the reaction of the 
skin to foreign proteins, whereas it is the reaction of the bronchial mucosa 
that matters. Often the tests show reactions to substances which do not 
cause asthma in the child being tested, or they may show reaction to all the 
test substances. Some people like to give prolonged courses of desensitizing 
injections. These are only likely to be of value in those rare patients who 
are sensitive to one particular allergen, and their use should be confined to 
such patients. Hurst (1943) showed that injections of saline can produce 
just as good results, and it is as well to reflect with Herxheimer (1952) that 
one can cure asthma with any treatment or even with no treatment, provided 
that one has confidence. 


TREATMENT OF ASTHMA 
Treatment of the attack.—The aims of treatment are: (1) to allay anxiety, 
(2) to remove the patient from the continued influence of the allergen, (3) to 
relax bronchospasm, and (4) to overcome resistance to expiration. The first 
two are usually achieved easily by removal to hospital, but such a course is 
by no means essential. Phenobarbitone may help (especially if it is adminis- 
tered to the parents). For relaxation of bronchospasm simple drugs are 
useful, particularly ephedrine. A new preparation, methoxyphenamine 
(‘orthoxine’), promises to be even more useful: 25 to 50 mg. may be given 
by mouth every 3 or 4 hours. It has not the pressor effect of ephedrine, nor 
does it make the patient restless. Antihistamines have proved disappointing, 
but may help in cases in which the attacks occur at night. In severe attacks 
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adrenaline may be needed, but this has lately been superseded by isoprena- 
line, which need not be given by injection. Tablets are available which are 
absorbed when held under the tongue (5 to 20 mg.). The best method is by 
spray (1 per cent. or 2 per cent. solution) which reaches the seat of the 
trouble at once. 

In resistant cases or in status asthmaticus aminophylline may be tried. 
The intravenous dose is 5 to 7 mg. per kg. of body weight, the average dose 
being 0.1 to 0.25 g. In a new preparation, (‘theodrox’), the drug is combined 
with aluminium hydroxide and it can be given orally. The dose is half to 
two 3-grain (0.2 g.) tablets, according to age and severity. This may be 
repeated in two hours, then half a tablet four-hourly. This can also be 
obtained mixed with phenobarbitone. If the child cannot cooperate, amino- 
phylline may be given by rectal suppository: 0.12 g. up to I year, 0.25 g. up 
to 5 years of age. 

If all else fails cortisone may be used. The total dose on the first day 
should be 25 to 300 mg., according to age and size. It can be given orally in 
divided doses every six hours. By injection (injection of cortisone acetate 
B.P., 25 mg. per ml.) a 12-hourly dose is sufficient. The effect wears off in 
the time stated, so that if there is no improvement in that time a larger dose 
may safely be given. The usual precautions should be taken. 

For the overcoming of resistance to expiration, apart from the drugs 
mentioned controlled breathing is helpful. The patient can be taught in a 
free interval how to use his accessory muscles of respiration and be encour- 
aged to do so when he gets an attack. Children over the age of four may be 
taught exercises in small classes, but they should be encouraged to continue 
at home and not to join a procession of chronic invalids to hospital every 
week. Ultra-short-wave diathermy to the antra has been used: it may help 
in shrinking the mucosa. A single short course only is needed. 

Boarding school.—It is true that parental anxiety is an important factor, 
and it seems simple to recommend removal from this by sending the patient 
to boarding school. This is excellent in some cases, but such institutions are 
not free from stresses of their own, and it does happen that attacks occur at 
school. It has been my experience that those who blithely recommend 
removal of the mother as the cure have not always thoroughly investigated 
the possibilities of control outlined above, and perhaps their lack of con- 
fidence in mother is reflected in mother’s lack of confidence in them. 


ENURESIS 

The normal range of development includes some children who are late in 
acquiring control of the bladder at night. There is no need to take any 
drastic action before the age of three, particularly in boys. Some parents 
begin to worry much earlier: they should be discouraged. 

It is surprising how many patients referred to outpatient clinics have 
never had their urine tested. This should always be done. Occasionally 
some cause may be unearthed, such as chronic nephritis, diabetes mellitus 
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or pyelitis. If the urine is normal other measures such as pyelography are 
probably unneccessary. 

Treatment.—Most parents have already tried restricting fluids in the 
evening, potting at 10 p.m., and chastisement for wet, or rewards for dry, 
nights. These things do not help much. Psychological investigation and 
treatment may improve matters, and it is most important to get rid of the 
atmosphere of worry in the home. 

Drugs which relax the bladder muscle may be tried first, and it is essential 
to give them in adequate doses. Belladonna is useful, and should be pushed 
to the limit of tolerance. Ephedrine, } to 2 grains (16 to 120 mg.), has the 
same effect, and methyl ephedrine is also useful: this is supplied in § grain 
(40-mg.) tablets. One may be given at night, and the dose increased until 
the patient is taking eight tablets or is cured or has insomnia and restlessness. 

Some victims sleep very deeply, and amphetamine has been used with 
success in these cases. Doses up to 15 or even 20 mg. may be given, and if 
there is no insomnia this may be continued for a long time. Very rarely a 
child may wet the bed because he has nocturnal epileptic attacks er equiv- 
alents and no-one knows it. If so, phenobarbitone will cure the enuresis. 

Recently an apparatus has been described (Davidson and Douglass, 1950) 
which is like a small electric blanket. When the child passes water a bell 
rings, and he has to wake up and switch it off. At first, like most people, I was 
sceptical, thinking that by the time the bell rang it would be too late. But I 
have seen the method used with success. It would be well to try this before 
admitting defeat. 

The place of urethroscopy and bladder neck resection has yet to be 
assessed calmly: these measures are best left to those special centres where 
they have been studied in detail. Finally, time is on our side. Very few of 
these children remain enuretic in adult life. 


EPILEPSY 
One in fifteen children attending hospital suffers from this disorder, both 
in the United States and in this country (Livingston, 1954; Wallis, 1956). 
The vast majority grow out of it. In the meantime we can help them and 
save their lives. 

Diagnosis.—In clear-cut cases this is easy. There are, however, some cases 
of so-called faints or black-outs which are really epileptic. An old-fashioned 
horror of the word epilepsy may be responsible for the failure of parents and 
doctors to face up to the facts. But now that the disease can be controlled 
there is no excuse for this. The electroencephalogram is useful, but it must 
be remembered that as many as 29 per cent.of epileptics (Livingston) show 
a normal tracing in between attacks. The family history is important, and 
also the development of the disease in the child’s lifetime. Once the diagnosis 
has been made a cause should be sought. This may be a congenital defect, 
infection, a subdural hematoma, hypoglycemia or a tumour. When these 
have been safely ruled out the disorder may be called idiopathic. 
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TREATMENT OF EPILEPSY 
The treatment of epilepsy in this country is unsatisfactory. Tempest (1956) 
reported 18 epileptic patients who had severe burns. They were all having 
frequent attacks and none had been warned by their medical advisers of the 
danger of fire. Most of them received treatment with phenobarbitone alone. 
Only one had been adequately investigated. 

I have recorded the tragedy of a boy who was riding his bicycle beside the river 
Avon. He had a fit, rode into the river, and was drowned. At the inquest it was 
stated that he had had fits from the age of two years, and that he kept tablets in his 
possession to take when he felt an attack coming on. Since then another youth has 
been drowned while boating in the same river. He, too, suffered from fits which 
were not controlled by phenobarbitone. 

To try phenobarbitone and then give up is not good enough. There are 
more than a dozen drugs available. 

The principles of treatment are to use the safest drug that will control 
the disorder. to give it in adequate dosage, and to continue with it for at 
least two years after the last fit. In the United States a period of four years 
is favoured. If the drug proves to be too toxic one should change to another. 
Change or withdrawal should always be gradual. Do not stop abruptly 
because the patient is i!l or going on holiday or cannot be bothered. Such 
behaviour may precipitate an attack of status epilepticus. 


GRAND MAL 
Phenobarbitone is the safest, and it will control about 80 per cent. of 
children. The dose is } to 1 grain (8 to 60 mg.) two or three times a day. 
Epileptic children seem to be remarkably tolerant of phenobarbitone and 
can take large doses continuously without feeling sleepy. Occasionally, 
toxic effects such as drowsiness, mental confusion, irritability or bad temper 
do appear and cause us to try another drug. 

Methylphenobarbitone and methylphenylethylbarbitone (‘prominal’) are 
less toxic but require larger doses, often double that of phenobarbitone. 

Probably the next drug to be tried should be primidone (‘mysoline’). It 
has not been in use for as long as some others and a reassessment of its toxic 
effects may need to be made later. So far it seems innocent. The dose is 
0.25 to 1 g. daily. At first it may cause a rash, nausea, dizziness or drowsiness, 
but these pass off in a few days and are not indications for stopping treat- 
ment. It may be better to give the drug in the evenings only for a few days, 
or to admit the child to hospital away from parents who tend to get alarmed 
and stop treatment. 

After this the hydantoinates should be used. There are many of them, and 
the most common is phenytoin sodium (‘epanutin’; ‘eptoin’). The dose 
is 0.05 g. three or four times daily up to six years of age; after that age, 0.1 
or even 0.2 g. per dose. It should be given with a little water after meals. 
The toxic effects are dizziness, tremors, skin rashes and gum hyperplasia. It 
may also increase the frequency of attacks of petit mal. Methoin (‘meson- 
toin’) has not this effect on petit mal, but is probably more toxic. A watch 
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should be kept for blood dyscrasias. The dose is 0.1 to 0.4 g. daily. 

Bromides are useful in cases in which there is an organic defect: 2 to 3 g. 
should be given daily, and at the same time the use of table salt should 
cease. Toxic effects are skin rashes, drowsiness, and (oddly enough) acute 
mania. If it is possible to check the level in the blood it should be kept at 
between 110 and 190 mg. per cent. 


PETIT MAL 
The situation here is not quite so favourable, for the most effective 
drugs are also the most toxic. It seems best to start with the safest 
and keep the others in reserve. Despite what the books say, some children 
are controlled by phenobarbitone, although most of them are worse. After 
this, amphetamine should be tried: 2.5 to 5 mg. two to four times daily. 
Primidone may also prove effective in a few cases. 

The ‘dione’ group of drugs comes next. They are very effective, but also 
dangerous. Any of them may lead to agranulocytosis, aplastic anzmia, or 
the nephrotic type of nephritis. The patient should be ‘under supervision 
and blood counts should be taken at intervals. This is not always practicable, 
and in any case the parents should be warned to seek medical advice early 
whenever the child seems unwell, especially with a sore throat, pallor or 
purpuric rash. The family doctor should not dismiss such symptoms lightly. 
Troxidone (‘tridione’) is the most commonly used: the dose is 0.3 g. up to 
2 years of age: 0.6 g. from 2 to 4: and 0.9 g. over five years. This drug is 
liable to precipitate attacks of grand mal. Other toxic effects are dizziness 
and a sensation of glare or photophobia. 

Paramethadione (‘paradione’) is given in the same dosage. It is less toxic 
than troxidone, and usually less effective, but may help in some resistant 
cases. Aloxidone (‘malidone’) may also be used in the same dosage, and with 
the same precautions. 


COMBINATIONS OF DRUGS 

Various combinations may be used. The most usual are phenobarbitone 
and phenytoin sodium, or a dione and phenobarbitone. If the attacks 
cannot be controlled there is no reason why three drugs should not be used 
together, and it must be many years before we can honestly say that we have 
tried everything and failed. 

New drugs are still coming on the market. Among recent additions are 
phensuximide (‘milontin’) and phenacemide (‘phenurone’). The dangers of 
these have yet to be assessed, and they are best left to experts. 


STATUS EPILEPTICUS 
This should be treated as a medical emergency. If it is not, the child may 
die or damage his brain permanently. The patient should be admitted to 
hospital at once. In the few fatal cases I have met with there had always been 
considerable delay. The most valuable drug is paraldehyde. This should be 
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given intramuscularly: 1 ml. per year of age, up to 10 ml. For rapid absorp- 
tion it may be given with ‘hyalase’. In some cases this is not enough, and it 
seems that cerebral edema has supervened. This can be rapidly corrected 
by the intravenous infusion of 50 per cent. glucose; a life-saving operation. 


GENERAL MANAGEMENT 

The patient should be guarded against fire, falling from heights, sudden loss 
of consciousness in traffic on foot or cycle, or while driving, and sudden 
collapse when swimming. Some of these activities may be allowed when we 
are sure that the patient is controlled, but the decision is difficult. Hierons 
(1956) has dealt with the epileptic car driver, and it is obvious that stricter 
regulations are needed. é 

The branding of epileptics as social outcasts is now out of date. We 
should endeavour to treat them so far as possible as normal people, and with 
all the resources at our command we can in most cases make them normal 
too. 

SIMPLE FEBRILE CONVULSIONS 
Some people recommend treatment only at the time when the child has an 
infection. This may be satisfactory if the child has only one or two con- 
vulsions. But if they become more frequent it is as well to treat the child as 
epileptic. The danger is that the onset of the fever and the convulsion may 
be very sudden, and no-one can tell whether the child may not go into status 
epilepticus before the drug has time to act. Moreover, the parental worry 
as to whether the child is developing an infection and whether to give drugs 
may react on the child and cause the catastrophe which it is intended to 
prevent. 
THE FUTURE 
The number of deaths from epilepsy in England and Wales in 1941 was 
1,742. In 1953 it was 824 (including 129 children). There is still room for 
improvement. The person best situated to bring about that improvement is 
the family doctor. 
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TUG AND TUSSLE WITH 
TAPEWORMS 


By E. Lit. LLOYD, M.B., Cu.B., D.T.M. & H.. 


Junior Hospital Medical Officer, Tropical Diseases Unit, Eastern General Hospital, 
Edinburgh 


SEARCH goes on for a drug better than mepacrine for the oral treatment of 
tapeworm infestation. The troubles with mepacrine are the taste, the 
vomiting and the occasional delay in the expulsion of the worm. No-one 
likes to scold or slap children to make them swallow bitter medicine; no-one 
likes to disturb the diet of children, of diabetics who have a tapeworm, or of 
nursing mothers. 
MEPACRINE 

Beginner’s luck with mepacrine had been so constant that courage rose to 
leave out some of the ritual hanging-on from the older regime with male fern. 
When driving out a worm lying in the jejunum, is it not enough to make sure 
that there is no fecal block to its passage? Can sodium bicarbonate, except 
possibly in the achlorhydric, do anything to mucus round the worm’s scolex? 

To add to the beginner’s luck, a young miner, who had been treated 
elsewhere with male fern once a quarter since 1951, was treated here in 
January 1954, and passed his worm in one length, nicely stained with 
mepacrine and the scolex so easy to see. The reproach to male fern was the 
greater because mepacrine’s victory followed only 14 days’ fluid diet. 


G., aged 4, home from the Orange Free State where he had lived since he was 
5 months old, shared his mother’s habit of eating underdone meat to combat 
anemia. He was admitted on December 23, 1956, but spoilt his chances of going 
home for Christmas by having fever on admission. He enjoyed Christmas in hospital 
and on December 27 took fluid and laxatives only. On December 28, at 6 a.m. he 
was given mepacrine, 100 mg. x 5; all were down by 6.15 a.m. He resisted until 
he got a smack, but did not bite the hand that fed the mepacrine to him. At 7.5 a.m. 
he took $ ounce (14 ml.) of mixture of magnesium hydroxide B.P., and at 9 a.m. 
he was given a soap and water enema. Three feet (1 metre) of worm emerged. Sister 
gave the worm a hopeful tug and broke it at 5 feet (1.5 metres). At 9.30 a.m., G. 
drank weak tea but vomited. At 9.50 a.m. he passed 3 inches (7.5 cm.) of neck with 
scolex. By 2 p.m. he was eating chicken and drinking milk. 

Despite the shameful smack and the tug, courage rose to arrogance. 
Between October 1955 and January 1957, five grown-ups passed their 
worms, complete with scolex, by 9.15 a.m. after only one day on fluid and 
laxatives and 1 g. of mepacrine at 6 a.m. 

But just before All Fools’ day 1956, Mrs. K. told how she saw two segments first 
in 1927, was treated with male fern in 1943, was free until 1949, was treated at 
home with capsules in 1955, but segments reappeared. On March 19, 1956, after an 
enema she passed one segment. On March 20, she was given mepacrine at 6 a.m., 
but vomited soon afterwards and passed only a few segments, not well stained. 

Nemesis was at work. This failure was read as a signal to try chloroquine and 
‘stannoxyl’, copying the use of amodiaquine by Grunderbeeck and Penson. A few 
short lengths of worm were expelled. Intubation was then tried. A ‘radio-opaque’ 
December 1957. Vol. 179 (705) 
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Levin tube was passed to the ‘duodenal’ mark. Screening, delayed by a technical 
breakdown, did not show the tube, and in a film the tip of the tube was seen in the 
region of the pylorus. The time was now past noon, so mepacrine was squirted 

* down the tube. Half-an-hour later Mrs. K. vomited. The tube was replaced, and 
sodium sulphate solution was squirted down. The tube was withdrawn, and Mrs. K. 
vomited again. At 2.15 p.m. she passed the worm with scolex. 


This untidy triumph revived the opinion that, until a tastier effective 
drug arrived, it was worth while tolerating the bitterness of mepacrine. 


On April 9, 1956, to save Mrs. W. from vomiting, a Ryle’s tube was passed to 
the duodenum mark at 9 p.m., and she was invited to sleep with the help of amylo- 
barbitone sodium, 3 grains (0.2 g.). At 3 a.m. she was heard coughing, and by 5 a.m. 
she was out of bed ‘going to be sick’. The tube was readjusted and mepacrine given 
down it. At 5.30 a.m. she vomited, and that day only a score of segments were passed. 
After a respite, with food for eighteen hours, she took fluids only from after breakfast 
on April 11, and on April 12 she swallowed mepacrine tablets, 1 g., at 5.30 a.m., 
salts at 6.15 a.m., passed 15 feet (5 metres) of worm but no scolex at 8 a.m., vomited 
after tea at 9 a.m., and passed 2 inches (5 cm.) of worm with scolex at 2.30 p.m. 


Chloroquine and the tubes had been disappointing, but the 100 per cent. 
success with mepacrine stood. 


PIPERAZINE 
The Practitioner of July 1955 (p. 59) recorded how H.’s haughty East African 
worm had in 1954 raised hopes that piperazine (the sweet elixir) might 


include tapeworms in its conquests. 

So, when G. aged 5 returned from a year’s stay in Sierra Leone with thread-, 
round-, and tape-worms, piperazine was tried—but without success. Elsewhere 
her threadworms had been cleared with piperazine and a roundworm had succumbed. 
Unfertilized roundworm ova betrayed a surviving female, and in March 1955 it was 
expelled by hexylresorcinol (‘crystoids’). Her tapeworm had been treated twice 
in the South, but on July 20, 1955, she was still passing segments, and at 5.45 p.m. 
she took piperazine citrate elixir, 16 ml. (2 g. of piperazine). Segments still appeared 
daily, her bowels being kept open with ‘senokot’. At 6 a.m. on July 23. she took 
mepacrine, 500 mg., washed down with sodium bicarbonate, 0.5 g., in a cup of 
water. She vomited then, and again after saturated sodium sulphate, 15 ml., at 
7 a.m. Segments only were passed. She went home to take elixir piperazine citrate, 
4 ml. twice daily, for eight days. 

On July 31, 1956, her father brought to hospital 6 feet (2 metres) of worm, but 
| no scolex. In October 1956 she was passing segments. Piperazine had failed and 
she was readmitted. The bowels were opened with mixture of magnesium hydroxide 
B.P., and a soap and water enema, she was kept on fluids only (with glucose) for 
one day, and given sodium bicarbonate, 0.5 g. thrice daily. At 6 a.m. on October 
27 she had to be bullied to swallow mepacrine, 600 mg., washed down with sips of 
plain water. At 6.45 she vomited slightly. At 7.30 she was given mixture of 
magnesium hydroxide B.P., $ ounce (14 ml.), and at 9 a.m. a soap and water enema. 
At 2.30 p.m. the worm began to appear. At 3.45 three feet (1 metre) of it were cut off 
and a ring was fastened to the protruding end so that G. could move about. 
Enthroned, she watched children’s hour on television from 5 to 6 p.m. and then, 
with her in the knee-elbow position, the worm was gently pulled out. Her father 
arrived in time to see the scolex delivered. 
{ 
) 


| PULLING AND DANGLING 
is Pulling raises thoughts about intussusception and, as well as boy G., Mrs. 
J. S. had taught what can happen with rash pulling. 


Aged 22 and obese, complaining of segments escaping and wriggling in her bed, 
she had salts twice, fluids only and sodium bicarbonate on September 29, 1955. 
She did not vomit after mepacrine, 1 g. at 6 a.m. on September 30, but she did vomit 
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after ice cream for lunch at noon. At 2 p.m. she was found with 3} feet (1 metre) 
of tapeworm dangling and making no progress. After another 34 feet had been 
pulled out, it broke. No more of the worm could be felt in the rectum. A soap and 
water enema was returned without segments. Through the sigmoidoscope, passed 
to the rectosigmoid junction, no worm was seen. Another enema was returned 
without segments. She took mixture of magnesium hydroxide B.P., 1 ounce (28 ml.). 
On October 1, she passed 3 feet (1 metre) of worm, but no scolex was found. 

Having passed about 10 feet (3 metres) of worm she was discharged. Three-and- 
a half months later she reported to say that she was cured. 

The problem of the dangling worm was set again by Miss X (‘a cal- 
culating female’ was her name for herself for working a comptometer). 

Treated with mepacrine under the care of Dr. E. B. French in another unit here, 
she was spending her Sunday morning in the lavatory, nauseated and with a yard 
(metre) of worm hanging out. This was broken off without pulling. She was put 
back to bed and given a dose of ‘senokot’ that evening. She passed the rest of the 
worm with scolex the next morning. 


Mr. C., aged 44, on leave from East Africa, with a tapeworm first noticed 
and treated in January 1956, was the very man to restore trust in mepacrine. 


Sodium sulphate and fluids only (but no sodium bicarbonate) for one day, and 
mepacrine, 1 g. at 5 a.m. next day, yielded only one stained segment. In the evening 
the patient passed a stool out of hospital, but did not report any worm. After 
another day’s preparation and a second gramme of mepacrine, no segments were 
passed. That was in May 1956. In February 1957 his wife wrote that there had 
been no reappearance of the worm. 


DICHLOROPHEN 
In The Practitioner of October 1956 (p. 507) Seaton gave details of treatment 
with dichlorophen. 


This drug was used to relieve C., aged 2, weight 34 pounds (15.5 kg.). In Novem- 
ber 1956, 1.25 g. in divided doses did not destroy his worm, for on February 9, 1957, 
he showed his mother a segment he had caught by hand after stool. In the outpatient 
department he swallowed 1.5 g. of dichlorophen ground up in sugar, and went home 
well pleased. 

Like C., Mrs. G. preferred to waste no time in hospital over her worm. She 
swallowed 4 g. of dichlorophen on September 4, 1956. In June 1957 their doctor 
reported that both patients were well and had not passed any recognizable segments. 

A Somali medical student, with class examinations and a worm troubling him in 
December 1956, did not surrender his worm to mepacrine. To allow him to go back 
to his examination he was given 4 g. of dichlorophen, and no more has been heard 
of his worm, his examination or himself. : 

For a diabetic with a tapeworm, and for a mother of a 3-day-old boy in the 
maternity unit, dichlorophen was chosen, to date (November 1957) with success. 


CONCLUSION 

So now, when patients complain of tapeworms they have the choice of a good 
chance to see the head by taking mepacrine or of having the worm destroyed 
by the quick comfortable treatment with dichlorophen (0.5 g. for each 16 
pounds [7 kg.] taken in one dose or divided doses, say, at eight-hour 
intervals, without preparation or purgation). Gloating over the head is often 
the reward for choosing mepacrine, but search for another drug goes on 
with the aim: ‘Head without hardship’. 


Patients treated in this hospital were under the care of Dr. F. J. Wright (tropical 
diseases), Dr. E. B. French (general medicine), and Dr. W. F. T. Haultain (mid- 
wifery), thanks to all of whom these notes appear. 





GEORGE CHEYNE 1671-1743 
A PIONEER FOOD REFORMER 


Ry W. H. G. ARMYTAGE, M.A. 
Professor of Education, University of Sheffield 


Wuen Thackeray, with that care for intimate historical detail that makes 
his novels so rewarding, made Lord Castlewood in ‘Esmond’ go and consult 
the famous Dr. Cheyne, he was but acknowledging the influence of one who, 
if medical history were taken seriously, deserves to rank with Huxham and 
Lind as a successful campaigner against scurvy. It was only five years after 
Cheyne’s death in 1743 that Huxham recommended, in a letter to the 
General Evening Post of September 30, 1747, a diet of vegetables and fruit 
for scorbutic sailors (Huxham should have known: he saw the fleet put in 
at Plymouth with over a thousand of them on board). And it was only ten 
years after Cheyne’s death that Lind published the same advice in ‘A 
Treatise on the Scurvy’ (1753). It took another twenty years for Cook to 
confirm the recommendation by experiment, and another twenty for it to be 
generally adopted. The fifty-year lapse between Cheyne’s death and recog- 
nition of the value of his work on dietary reform would repay an essay in 
itself. 
THE MYSTIC 

Perhaps one of Cheyne’s handicaps was his ranging ‘mind. He wrote as 
voluminously and widely as he read, not only books but letters, and his 
mind ran upon religious topics. ‘The Doctor’, wrote William Law, the 
non-juror and mystic, ‘was always talking in coffee houses about naked faith, 
pure love &c.’. Law was in fact introduced to the works of Jacob Boehme, 
the mystic, by Cheyne, who was himself a mystic of a pronounced order and 
exhibited this in all his works, notably in his ‘Philosophical Principles of 
Religion Naturall and Revealed’ (1705). In this, Cheyne showed that ‘there 
is a perpetual analogy (physical not mathematical) running on in a chain 
through the whole system of creatures up to their creator’. He believed in the 
fall of man and was against the Lockeian doctrines of his day. This mystical 
strain in Cheyne’s writing muffles his real importance as a dietary reformer. 
He was not always so. 


“HUGE CHEYNE’ 

When he first came to London in 1701 at the age of thirty, Cheyne had 
lorded it in taverns, eating and drinking until his bulk excited the comment 
of those with whom he rioted. ‘Cheyne huge of size’, ‘Three ells round huge 
Cheyne’: John Gay and Edward Young, men of letters both, were fascinated 
h by his thirty-two stone. Cheyne cured himself, and at the age of forty-nine 
he described how he did it in ‘Observations concerning the Nature and due 
Method of treating the Gout’ (1720). Gout, said Cheyne, like other English 
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disorders, was due to immoderate diet, lack of proper exercise and an 
uncertain climate which closed the pores, making normal perspiration 
impossible. This book ran to eight editions in seventeen years, and was the 
subject of exegesis and comment throughout that time. 

Cheyne’s personal therapy began with a course of Bath waters, and a 
regimen of abstemiousness. But, finding that appetite returned, and with it 
increasing corpulence, he be- 
came a vegetarian, and be- 
tween his ‘Observations on 
the Gout’ (1720) and his 
‘Essay on Health and Long- 
life’ (1724), he conducted a 
four-year experiment with a 
vegetarian diet. The result was 
so successful, that for the re- 
maining nineteen years of his 
life (he died in 1743 at the age 
of 72) he was an enthusiastic 
and successful dietitian. 


“ESSAY ON HEALTH 
AND LONG-LIFE’ 
Cheyne’s ‘Essay’ ran to nine 
editions in thirty years, and 
was being published over a 
hundred years later. He put 
forward nothing new. An 
assault against beef-eating had 
been mounted by Thomas 
Tryon, the seventeenth-cen- 
ao STON it fi tury vegetarian; physical cul- 
"(By courtesy of the British Museum) ture had been advocated by 

Francis Fuller in ‘Medicina 
Gymnastica’ (1705) some three years after Cheyne had come to London. 
Cheyne’s own contribution was that he gave these ideas considerable 
publicity, for he met most of the distinguished neurotics of his day. 
As the friend of Pope, Arbuthnot, Swift, Gay, and Young, he had the 
freedom of all the drawing rooms of London and Bath. In 1734, he was con- 
sulted by twenty-three-year-old David Hume, the philosopher and historian, 
who was suffering from scurvy and vapours. Cheyne’s advice was that 
Hume’s ‘nervous paroxyisms and paralytic tremors’ arose ‘chiefly from 
want of exercise too much head work and great plenty of food’. Samuel 
Richardson the novelist, Lord Hervey the politician, and the Countess of 
Huntingdon also consulted him as an authority on health. His ‘Essay’ had 
made his name because of the controversy it raised. 
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The controversy broke out in 1724, when the book first appeared. We 
have a particularly good and independent witness in John Wesley, who was 
then a young undergraduate at Christ Church. Writing to his mother on 
November 1, 1724, he remarked :— 

‘I suppose you have seen the famous Dr. Cheyne’s “Book of Health and Long 
Life” which is, as he says ‘he expected, very much cried down by the physicians. 
He refers almost everything to temperance and exercise, and supports most things 
with physical reasons. He entirely condemns eating anything salt or high-seasoned, 
as also pork, fish and stall-fed cattle; and recommends for drink two pints of water 
and one of wine in twenty-four hours, with eight ounces of animal, and twelve of 
vegetable food in the same time’. 


Wesley’s ‘conversion’ to Cheynian habits had an undoubted effect on his 
subsequent successful career as an evangelist: a fact which he was to 
acknowledge handsomely in his own ‘Primitive Physick’, published forty 
years later. 
THE ‘ANTI-CHEYNIANS’ 

The ‘crying down’ to which Wesley referred was to be seen in ‘Remarks on 
Dr. Cheyne’s Essay . . .” by a Fellow of the Royal Society (1724) and in 
‘A Letter to G[eorge Cheyne], M.D. Occasioned by his Essay on Sickness 
and Health. ..’ (1725). Edward Strother, M.D., a Northumbrian graduate of 
Utrecht, followed up the attack in 1725 with ‘An Essay on Public Health... in 
which Dr. Cheyne’s Mistaken Opinions . . . are occasionally taken Notice of’ ; 
whilst ‘Pillo-Tisanus’ came out with ‘An Epistle to Ge-ge Ch-ne M.D., 
F.R.S., upon his Essay of Health and Long Life’. This controversy was sig- 
nificant for the very powerful endorsement of physiotherapy contained in the 
second of these anti-Cheynian tracts: Edward Strother’s ‘Essay on Sickness 
and Health’. Strother was concerned to justify the eating of meat and the 
drinking (in moderation) of wines and brandy, and the importance of 
individual constitutions, yet, in so doing, he gave a substantial portion of his 
book to exercises. This was in a sense, helping Cheyne’s work. 


‘Common sense will instruct every one what parts are most exercise’d in the several 
species of them’ he wrote, ‘But there is one Passive Exercise which of all others is 
the most fitted for promoting perspiration, namely, Brushing’. 


And he showed himself a shrewd evaluator of contemporary trends :— 


‘Walking, for example, strengthens the limbs and lower parts, Quoits, the Arms 
and Breast, Coaches, shake the whole body, but I’m afraid later contrivances, by 
lessening the motion on all sides, have changed this Exercise into Rest so that they 
prove bare Conveniences to take the air in’. 


Forty-six years after Cheyne’s ‘Essay on Health’ was first issued a Leeds 
printer could still find it profitable to issue extracts from it under the title 
‘Rules and Observations for the enjoyment of health and a long life’. Cheyne 
had indeed started something: a debate on the bases of physical fitness, 
“The whole world is ready to pull China (sic) to pieces’ wrote Lady Bristol 
to Lord Hervey. Cheyne’s friend, Dr. Arbuthnot, formerly physician to 
Queen Anne, and himself suffering from bad health at the time, tried to 
moderate the furore by ‘An Essay Concerning the Nature of Ailments’ 
(1731). This, though it tried to show how food and its chemistry should be 
considered by every doctor, did little to stem the outraged apostles of 
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indulgence, for we find Cheyne saying two years later in “The English 
Malady: A treatise on the spleen’ (1734): ‘I have been slain again and again, 
both in verse and prose, but I thank God I am still alive and well’. Some 
of the ‘slaying’ took place as far afield as Dublin, where a verse satire on his 
work had been issued in 1725. And controversy continued. His ‘Essay on 
Regimen’ (1740) provoked the “Tryal of Colley Cibber, Comedian . . . and 
the arraignment of G(...) C(...) physician, at Bath for the philosophical 
physical, and the logical heresies uttered in his last book of regimen’: a 
gross misinterpreiation. 
HIS LAST BOOK 

Cheyne’s failing seems to have been that he was too enthusiastic—a great 
handicap in an eighteenth century that suspected enthusiasm. Even Pope 
confessed ‘I love him as he loves Don Quixote, for the most moral and 
reasoning madman in the world’. Yet his theme seems moderate enough, 
as he sums it up in his last book, “The Natural Method of Cureing the 
Diseases of the Body and the Disorders of the Mind’ (1742):— 


‘Our bodies, in this present State of Things, by their own nature and from the 
nature of things within and about us, cannot be brought into absolute subjection 
and obedience; but we may readily bring them to the present Docility and sub- 
jection we have of the Domestic Animals; by timorously bridling, trammeling, and 
disciplining them, i.e. by feeding them coolly and sparingly, giving them due Air, 
Exercise and Cleanness’. 

This was a testament of personal experience, since he had been himself a 


walking repository of many of the diseases about which he wrote. 


HIS FOLLOWERS 

His pleas for dietary reform reverberated down the century. Edmond Litton 
was one of his disciples, and issued a tract seven years after Cheyne’s death 
with the title ‘Philosophical Conjectures on Aereol Influences, The Probable 
origin of Diseases’ (1750). It was followed by ‘Nature the best Physician 
or, Every Man his own Doctor’ (1753), by an unknown author. John Brown, 
rector of St. Nicholas, Newcastle, in his famous ‘Estimate of the Manners 
the Principles of the Times’ (1757), attributed the characteristic low spirits 
of Englishmen to ‘excessive eating and drinking’. Brown should have known, 
for, nine years later, being forbidden to go to St. Petersburg to assume a 
medical post, he took his own life. Shenstone the poet showed his debt to 
the great doctor, by remarking ‘spleen is often little else but obstructed 
perspiration’. Even Henry Fielding, the novelist who did not like doctors, 
regarded Dr. Cheyne as ‘learned’. But the person who made his ideas live 
among the people, indeed, endowed them with an almost religious force, 
was John Wesley. We have seen the impact of Cheyne’s ‘Essay on Health’ 
on Wesley as an undergraduate, in 1724. Its effect can be seen in Wesley’s 
own ‘Primitive Physick’, published in 1764. What Wesley wrote reached 
thousands, and if Cheyne is not honoured by formal recognition as a cam- 
paigner against scurvy, his admirers can claim that his ideas underlay the 
regimen of many a Methodist household. 
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PERIPHERAL VASCULAR DISEASE IN 
GENERAL PRACTICE 


PRESIDENT’S ADDRESS (Abridged) 


By JOHN H. HUNT, D.M., M.R.C.P. 
October 23, 1957 


CHILBLAINS, the vasospastic conditions, arteriosclerosis with partial or 
complete arterial insufficiency, thrombophlebitis and varicose veins must 
take pride of place in the family doctor’s list of peripheral vascular disorders. 
Treatment of the first five of these will be considered here 


CHILBLAINS 

The word ‘pernio’ is derived from the Greek word meaning ‘heel’: and 
the older writers laid particular stress on chilblains of the heels. It is some- 
what difficult to explain why they did this. I would like to suggest that in 
the olden days many persons wore sandals which left the heels more 
exposed than does modern footwear; and when sitting on their refectory 
benches, with their feet pushed out in front of them, their heels must often 
have been resting on cold stone floors. 

Prevention.—_So many of the measures necessary for the prevention of 
chilblains are either expensive (central heating), unfashionable (thick 
stockings and shoes, or long underwear), difficult (the avoidance of sudden 
changes from cold to heat and vice versa), or irksome (walking home in the 
evening rather than standing in the cold in a queue for a bus), that many 
people prefer to have their chilblains! 

Treatment.—There have been, and still are, all sorts of fashions and 
‘infallible’ remedies for the cure of chilblains. As in other self-limiting 
diseases, the patient likes to attribute their spontaneous disappearance to 
something he or his friends have done. Physiotherapy (infra-red, short- 
wave or wax baths) helps at times. Many drugs have been popular: calcium, 
thyroid, vitamin K and the vasodilators (nicotinic acid, tolazoline [‘priscol’], 
nicotinyl alcohol [‘ronicol’]). Vitamin D has had a long spell of popularity 
—as cod-liver oil, ultra-violet light, calciferol or ‘sterogyl’. Owing to possible 
dangerous toxic effects of vitamin D concentrates when given in large doses, 
it is important that the maker’s instructions as to the maximum dose be 
followed carefully. Some of these treatments certainly seem to help, and it 
is often worth while trying several in turn to see which suits a particular 
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patient best. There is no solid controlled evidence, however, that any of 
them help all patients with chilblains. 

Local treatment is often needed. When itching is intolerable, as it so 
often is, anesthetic ointments (‘nupercainal’ or ‘eurax’) are well worth 
trying; it is better than allowing the patient to scratch. Thin, protecting, 
gloves may be needed at night. Measures to safeguard and harden the skin 
are helpful (collodion or ‘new skin’). When chilblains are broken, any oint- 
ment or dressing for cover and comfort may be used, so long as those 
antiseptic or antibiotic substances to which the patient or his devitalized 
tissues are sensitive are avoided. In severe chronic ulcerated chilblains of the 
leg a sympathectomy operation may be needed, although in practice in 
London I have not yet had to ask for this. 

In spite of all these different treatments the management of chilblains 
remains one of the disappointments of medicine, and the measures suggested 
by the older writers are almost as effective as those we recommend today. 


THE VASOSPASTIC CONDITIONS 
(SPASMODIC ARTERIAL INSUFFICIENCY, OR ‘RAYNAUD’S PHENOMENON’) 
A reversible condition with intermittent pallor or cyanosis of the extremities, 
precipitated by cold or by emotional influences, with the skin a normal 
colour and temperature between attacks. 

Treatment.—How easy it is to tell the patient to avoid cold and emotion 
and how difficult it may be for him to carry this out! A hot bath in the 
morning will raise body temperature at a time when it is at its lowest; and 
low body temperature is far more important in precipitating this condition 
than is coldness of the hands or feet. A warm living room (65° F. [18.3°C.]), 
a heater in the car, and warm long underclothes are well worth while. 
Smoking should be reduced; even a few cigarettes may be harmful. Vaso- 
constrictor drugs must be avoided—ergot (‘femergin’), ephedrine, adrenaline 
and amphetamine (as ‘benzedrine’, ‘dexedrine’ or ‘preludin’); vasodilator 
drugs may be helpful. Physiotherapy to the extremities when they are blue 
may easily do more harm than good. Great care should be taken of the hands, 
and minor injuries avoided as much as possible. Rubber gloves should be 
used when washing up, and thin gloves for housework and gardening. All 
abrasions should be treated with respect, and cracks covered with collodion 
(‘new skin’) or strips of adhesive plaster. ‘The hands may be softened by 
using a grease with a melting point of 103° F. (39.2° C.)—‘nivea’ cream or 
‘snowfire’ cream—after washing and at bedtime. To spend time on advising 
patients about the gloves they wear when going out may be more helpful 
than to write prescriptions for vasodilators. These gloves should be loose, 
thick round the wrists and over the fingers and palms, and long (overlapping 
the sleeves); they should slip on and off easily with no button or strap to 
undo when the fingers are numb. They should have fur or wool on the 
inside; and a pair of thin gloves within a thicker pair is sometimes a comfort. 
Mittens are good for those who use their fingers for delicate work, and ‘paw 
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gloves’ (with the fingers in one compartment and the thumb in another) are 
useful when driving a car. 

Sympathectomy operations relieve symptoms but do not cure the ‘local 
fault’. They lift off the arteries the burden of their normal vasomotor tone, 
thus increasing the blood flow through them. This operation also abolishes 
sweating, so that the rate of cooling by evaporation from the limb is 
diminished. 

PARTIAL ARTERIAL INSUFFICIENCY 
(WITH PERMANENT COLOUR CHANGES, INTERMITTENT 
CLAUDICATION OR REST PAIN) 
The commonest cause of this in general practice is arteriosclerosis (with 
or without diabetes, hypertension or gout). 

Treatment.—It is important to talk with the patient and his relatives to 
tell them what is happening and urge them to take great care of the 
affected limb. It is helpful to explain that a collateral circulation is bound 
to develop if given the chance, and that it may last for years. A leg, even 
with an impaired circulation, is usually better than an artificial one. It is 
important to keep the body warm at night. If the patient is restless, and 
liable to throw off his bedclothes, the wearing of bedsocks, vest, pants and 
even a pullover should not be scorned. Cellular or flannelette blankets may be 
warmer than sheets. The head of the bed may be raised with advantage. 
Deep sleep is good. With regard to tobacco, vasodilator and vasoconstrictor 
drugs, the same applies here as in the vasospastic conditions. Tight bandages 
on the legs should be avoided, and care taken that trusses do not press on 
the femoral artery. These patients should never sit with one knee over the 
other. Diabetes should be stabilized at once. Eggs and fatty meats are best 
reduced in the diet, and it is better to be thin than overweight. 

Care of the feet is of supreme importance. They should be washed with 
water at a temperature of not more than 95° F. (35° C.). No irritating soap 
should be used. The toes should be dried carefully and a dusting powder 
applied. Pledgets of lamb’s wool may be put between toes that are pressing 
on one another; lamb’s wool is better than cotton-wool in that it is softer, 
does not go into a hard ball when moist, and it can more easily be wrapped 
round a toe. Injuries to the feet should be avoided in every possible way :— 

(1) Mechanical.—Pressure or abrasions are likely to occur from ill-fitting shoes or 
socks, from people treading on the toes in crowds, buses and underground trains, or 
by knocking the feet at night when walking without bedroom slippers. 

(2) Thermal.—Heat—sitting in front of a fire, or a radiator, or allowing a foot 
to rest against a hot bottle or a heating pad—may easily damage devitalized 
tissues. It is well to advise a patient not to test the temperature of his bath water 
with his toes but to use a bath thermometer, and to remove all hot bottles from his 
bed at night. Cold can cause trouble as well. In frosty weather shoes and socks 
should be thick. Patients with arterial insufficiency in their legs should not go sea- 
bathing or paddling, or fishing in Wellington boots when the water is chilly. 

_ (3) Ultra-violet light—Sunbathing or treatment by artificial sunlight should be 
indulged in carefully. 


(4) Chemical.—Antiseptics and antibiotics of all sorts are liable to injure, or to 
sensitize, devitalized skin. 
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Toenails should be attended to after a bath when they are soft, and cut 
square or concave (with the sides longer than the centre) to prevent in- 
growing. When the patient’s sight is poor, or his hips or knees are osteo- 
arthritic, someone else should do this. Cooperation with a chiropodist who 
has been warned of the condition of the arteries is often a great help. Corns 
should be pared carefully without an antiseptic; and no caustics, corn rings 
or medicated corn plasters should be allowed. Socks should be seamless, 
not too tight or too large, without darns or holes, and clean each day, and 
new ones should be washed before being put on. Two thin pairs are 
often better than one thick one: they should not be tight at the top, and no 
garters should be worn. Shoes, boots and slippers should be examined 
at intervals by the doctor. They must be roomy but not so big as to rub, 
without ridges or bumps, not too heavy but thick enough to be waterproof. 
A different weight of shoe is sometimes needed in summer and in winter. 
Overshoes in wet weather are helpful. Soft rubber heels and soles, fleece- 
lined shoes or bootees, insoles of cork, or instep supports of sponge rubber, 
are sometimes a comfort. Reinforced toecaps are good for those who travel 
in tubes, buses and other crowded places. New shoes should be worn for 
only one or two hours a day until they are soft. Spats for men, and soft 
gaiters with a zip for women, may keep the ankles warm. 

Abrasions on the feet should receive even more careful treatment than 
those on the hands in vasospastic conditions. The skin of the feet receives 
more pressure than that of the hands and becomes more moist. Sore places 
need to be dressed twice daily. Strapping should never encircle a toe. Any 
ulcer on the foot requires bed rest, should be kept dry—possibly exposed 
to the air or covered with ‘tulle gras’—and special care should be taken 
in using irritating ointments, antiseptics and other antibacterial agents. 
Epidermophytosis infections of the toes need careful treatment with quarter- 
strength Whitfield’s or other ointments, and with fungicidal powders. 

For intermittent claudication, weight reduction and a stout walking stick 
are helpful. Standing or walking beyond the onset of pain should be dis- 
couraged. Exercises, without using the calf muscles but walking on the 
heels, may be tried; and raising the heels a quarter to half an inch (6 to 12 
mm.) may lengthen the patient’s claudication distance. Tendo-Achillis 
tenotomy, or myoneurectomy, may help some patients. 

Rest pain, when the circulation is really poor, may be very severe indeed 
and require large doses of analgesics. To raise the head of the bed, to cool 
the limb, to allow the leg to rest downwards over the side of the bed (perhaps 
on a stool) or for the patient to sit in an armchair, are measures which are 
worth trying. 

To encourage the collateral circulation, Buerger’s exercises, the use of 
reflex-vasodilatation by electrically heated gloves or blankets, or sym- 
pathectomy in persons under 65 (or paravertebral sympathetic block in 
older people) may be needed. 

To reopen the main circulation, a reconstruction operation such as 
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arterial grafting or the insertion of an arterial by-pass may, in some: cases, 
restore the blood supply of a limb almost to normal. 


COMPLETE ARTERIAL INSUFFICIENCY 

(INCIPIENT OR ESTABLISHED GANGRENE) 
Treatment.—It is a bad mistake to tell an elderly patient with a painful toe 
that it is ‘just a touch of gout’ or ‘a little inflammation under the nail’, 
and give him a hot poultice, when the condition is really one of incipient 
gangrene for which heat is the worst possible treatment and for which his 
leg may have to be amputated in a few days or weeks. 

Whatever the size of the area of gangrene, the patient should be com- 
pletely at rest in bed, with the head of the bed raised. Analgesics may be 
needed in large quantities: it was once said that the prognosis in a case 
of gangrene depended upon the patient’s tolerance to morphine. The 
gangrenous area—whether a small ulcer on the side of the foot or a large 
part of the leg—should be kept aseptic, dry and cool at room temperature 
(perhaps with a fan playing upon it). In some cases wet dressings may be 
needed if there is much pus accumulating under a scab. Antibiotics should 
be given by mouth or by injection. Anticoagulant therapy should be started 
as soon as possible. Diabetic gangrene was at one time thought always to 
be moist and infected; but this is not so now when the diabetes can be 
carefully controlled and with other modern treatment. The gangrenous 
areas themselves may be allowed to slough spontaneously; local amputa- 
tion of a toe or distal part of the foot may sometimes save much time. 
Sympathectomy operations or block, and arterial reconstruction pro- 
cedures are often well worth while. In about 20 per cent. of cases of gangrene 
amputation may now be avoided altogether or reduced to quite a small 
operation. Major amputations are seldom a matter of urgency now, although 
severe pain or a large area of gangrene still makes them necessary. 
The mortality of these large amputations is in the region of 5 per cent., 
usually due to vascular accidents elsewhere. Old people take badly to 
artificial limbs. 

Sudden obstruction of a fairly large artery, by thrombosis or embolism, is 
one of the most dramatic and important emergencics to which a general 
practitioner may be called. Few emergencies are affected more by the 
immediate treatment that is given at home or in the ambulance. It is better 
for a doctor not to be called at all than for him to heat the affected limb or 
raise it. The patient should be put on anticoagulant therapy straight away 
for under these conditions there is no contraindication whatever to this. 
Alcohol and pethidine may be needed in large doses to stop pain. The 
patient should be sent directly to a peripheral-vascular surgical unit where 
intra-arterial vasodilators or embolectomy (a comparatively small operation) 
may save the patient’s limb if carried out within 12 or 24 hours. 


THROMBOPHLEBITIS 
his may be defined as partial or complete obstruction of a vein by a clot, 








PERIPHERAL VASCULAR DISEASE 717 


with inflammatory changes in the vein wall either preceding the clot forma- 
tion or following it if the clot remains in situ for more than an hour or two. 

Prevention.—It is wise to avoid cramped positions or pressure on the legs 
for long—when sitting in a deck chair, when watching television, in a theatre, 
in a Car or as a passenger in an aeroplane—by getting up and moving about 
a little, say, every hour. When intravenous injections are being given, it is 
well to dilute, with blood or saline, any drug which is likely to irritate the 
vein. 

During and after operations, pressure on the legs should be reduced to a minimum; 
no pillows should be put under the knees and no tight bandages applied to the legs 
or abdomen; dehydration should be avoided as much as possible; leg exercises and 
massage should be started as soon after the operation as is convenient, and the 
patient be allowed out of bed soon, though a fetish should not be made of this. It is 
far better for a patient to be warm and comfortable in bed, doing leg exercises, than 
huddled up in a chair with exposed cold legs hanging downwards with the circulation 
in them impaired. 

Treatment.—A small superficial vein with a thrombus in it needs little or 
no treatment; although light crépe bandaging is a comfort, and it has been 
shown that this increases the venous circulation in a limb. For larger thrombi 
bed rest is essential, although nearly all patients may safely be allowed 
up to a commode or to a lavatory nearby. Bed rest should continue until 
tenderness has disappeared. The foot of the bed may be raised on blocks, 
or the legs lifted with a wedge mattress (one-inch [25 mm.] thick at one 
end and eight-inches [20 cm.] thick at the other). Few patients, even with 
an ileofemoral clot, need to be in bed for more than two weeks. During the 
early stages the leg should have no rough handling or massage. Hot fomenta- 
tions are better than cold packs. I have never had to put a pad over the 
saphenous opening or to ask for the saphenous vein to be tied. Anti- 
coagulants should be used from the start: they prevent extension of the clot; 
they have no effect on a thrombus already formed, they do not dissolve it, 
and they cannot loosen a clot which is already attached to a vein. Phenyl- 
butazone (’butazolidin’) may be helpful in those cases in which phlebitis is 
spreading, especially when the blood uric acid is high as it often is in 
thrombophlebitis migrans. Gentle exercises to the legs may be allowed after 
the third day, if there is no sign of spread of the clot and if the patient is 
receiving anticoagulants. 

When the patient is up and about, supportive treatment with a crépe 
bandage or an elastic stocking should be applied to the leg by day; it is 
seldom needed for more than six months or a year even when deep veins 
have been involved. The legs may be raised at night. Exercise which 
involves sudden twists and turns, such as tennis or squash, or pressure on the 
veins, as in riding, should be avoided for a while. Swimming is beneficial. 


Professor Sir James Paterson Ross complimented Dr. Hunt on his com- 
prehensive review of a subject in which he had taken such a special interest 
since the days when he was a house surgeon at St. Bartholomew’s and they 
had gone together to learn from Sir Thomas Lewis how accurate records 
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could be made of vascular phenomena. He remarked on the importance of 
knowing about the natural history of vascular disease which could be studied 
more completely by a general practitioner than in a hospital clinic and he 
added that in his own clinic at St. Bartholomew’s he often felt the need of 
the advice of a medical colleague or, better still, of a general practitioner, 
to help in problems of diagnosis and especially to give an opinion on the 
incidence of vascular manifestations in the course of ‘constitutional’ 
maladies. 

He drew attention to the difference between Bazin’s disease, a skin 
tuberculide, and erythrocyanosis frigida which had been mentioned by Dr. 
Hunt as one of the manifestations of ‘perniosis’. He was interested and 
rather surprised to know that Dr. Hunt had never needed to advise operation 
for chilblains, for every year a few patients who suffered very severely from 
ulcerated painful chi.blains were sent to the surgical unit at St. Bartholo- 
mew’s for sympathectomy which could be relied upon to give them per- 
manent relief. There was a striking difference in this respect between the 
results of operation for chilblains and for Raynaud’s disease in which 
relapses were common, 

In regard to obliterative arteritis Sir James felt it necessary to say that he 
regarded Dr. Hunt’s statements about conservative amputations (or the 
avoidance of amputation) for gangrene as over-optimistic. He agreed that a 
limb should never be allowed to become gangrenous without a full investiga- 
tion of the main arterial tree, including arteriography, in the hope that a 
circumscribed block which could be by-passed might be found. So often, 
however, there was extensive blocking of the main vessel with gross narrow- 
ing or obliteration of the distal vessels, and in such cases grafting operations 
could not be undertaken with success. He agreed, however, that every effort 
should be made to improve the circulation, and then to perform the inevitable 
amputation as distally as possible. 

He was delighted to hear Dr. Hunt’s views on thrombophlebitis, because 
they coincided with his own, in particular concerning the postoperative 
variety. The incidence of this complication could be avoided to a great 
extent by correct posture and exercises in bed, but might be increased by 
getting the patient out of bed and letting him sit in a chair with the legs 
dependent and the hips and knees flexed, thus favouring stasis and con- 
sequent thrombosis of the blood in the leg veins. 

In conclusion he wished to pay tribute to Dr. Hunt’s review of his own 
experience which indicated how much benefit could be derived from a 
critical survey of the clinical material which must become available to many 
a general practitioner, and which may be largely unknown to those who 
collect cases only in hospital consultative clinics. 
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CXX.—PROBENECID 


By J. SYDNEY STILLMAN, M.D. 


Chief of Medical Service, Robert B. Brigham Hospital, Boston, Massachusetts; 
Clinical Associate in Medicine, Harvard University 


« 


I have long experienced in my own particular that not only the generation 
of these concretions may be prevented by daily and long continued exercise, . . 
but it also dissolves old and indurated concretions, . . . 

A Treatise on the Gout.—Thomas Sydenham, M.D.—1683 


Despite Sydenham’s observations, exercise did not prove to be an adequate 
means of preventing or eradicating tophi, and the trial of other methods went 
on. At last it appears that an effective agent has been found for combating 
chronic tophaceous gout. Careful clinical trial for the past seven years has 
shown probenecid to be a potent drug of low toxicity. 


PHARMACOLOGY 

Probenecid is a benzoic acid derivative with the tollowing structural formula: 
—CHaCHgCH3 
It was the result of a search for a safe drug which would inhibit the renal 
tubular secretion of penicillin. It proved to be excellent for the purpose 
for which it was designed. In addition, after it was introduced to clinical 
medicine in July 1949, it was found to have a number of other effects on 
renal tubular physiology. Para-aminosalicylic acid excretion by the kidney 
was found to be suppressed, leading to higher levels in the blood in the 
treatment of tuberculosis. The transport through the renal tubular cells of 
two commonly used diagnostic agents, diodone and phenolsulphonphthalein, 
was also markedly reduced. 

Perhaps the most important discovery was that probenecid depressed the 
tubular reabsorption of uric acid from the glomerular filtrate. Fortunately, 
the drug was found to have no significant effect on the tubular reabsorption 
of any other normal constituent of the glomerular filtrate. Although there 
is some understanding of probenecid’s mode of action as a competitive in- 
hibitor in the secretion of organic acids, the mechanism of transport of uric 
acid through the tubular wall, and the way in which the drug inhibits it, are 
both unknown. 

The drug is administered orally and is rapidly absorbed from the gastro- 
intestinal tract. The blood level reaches its peak in two hours. Significant 


concentrations can still be found in the plasma twenty-four hours after a 
single dose of 1 g. Probenecid circulates in the plasma partly bound to 
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plasma proteins and partly free. The unbound drug appears in the glomerular 
filtrate but is mostly reabsorbed in the renal tubules. It is slowly conjugated 
with glycuronic acid and excreted. 


PATHOPHYSIOLOGY OF GOUT 
Before considering the role of probenecid in the treatment of gout it would 
be well to review the pathophysiology of the disease so that the effect of the 
drug on its symptoms, pathological changes and course can be better 
understood. It would also explain why the drug cannot be expected to 
eliminate the need for any other therapy. 

Gout, long recognized as a familial disease, is an abnormality of purine 
metabolism, transmitted by an autosomal gene which is not sex-linked. It 
results in hyperuricemia, attacks of acute arthritis, and deposits of urates 
in the tissues. Isotope tracer studies by Stetten (1956), Bishop, Garner and 
Talbott (1951), Gutman and Yii (1952) and others in recent years have 
considerably increased our fundamental understanding of the disease. 

There is a number of possible explanations for the excess urate: (1) in- 
creased intake of uric acid or its precursors; (2) decreased destruction or 
excretion; and (3) increased manufacture. Careful and long-continued 
studies on the effect of diet have minimized its importance, and certainly 
ruled it out as the sole cause. The enzymatic breakdown of uric acid in 
man has been shown to be an inconsequential factor. The kidneys of the 
gouty patient do not differ from the normal in their ability to filter, reabsorb, 
and excrete urates until late in the disease when they have been damaged. 
Very painstaking and detailed studies by Stetten (1954) have shown that 
in half of his subjects there was evidence of an abnormally high manu- 
facture of uric acid. Further research is necessary to account for the other 
half who were not producing excess uric acid at the time of the study. 

The urates in solution in the serum and the rest of the body fluids, 
known as the ‘miscible pool’, may be increased from four to fifteen times 
above normal. The serum urate concentration may be two to three times 
greater than the normal. Yet Gutman and Yii (1952) have shown that 
it is wholly filterable through the glomerulus. Furthermore, the reabsorptive 
capacity of the tubules is not saturated by the marked increase in urate 
concentration in the glomerular filtrate so long as renal function is normal. 
This undesirably efficient recovery system, combined with the increased 
production, leads to the embarrassing superabundance of urates in gout. 
The excess does not merely enlarge the miscible pool but many grammes 
may be deposited in the tissues. Cartilage appears to be a favourite tissue 
for the precipitation of crystals. The destruction caused by the expansion 
of these deposits produces disabling chronic joint lesions. The kidney also 
suffers from the crystallization of urates in the tubules or from the 
formation of urate stones in the renal pelvis. 

The relationship of uric acid to the acute attack of gouty arthritis remains 

mystery. It has been impossible to connect the onset of the joint symptoms 
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and the level of the uric acid in the blood or the precipitation of crystals 
in the articular tissues. It is also significant that colchicine, an effective 
drug in relieving the arthritic signs and symptoms, appears to have nothing 
to do with uric-acid metabolism. 


TREATMENT 

In choosing a drug one must bear in mind what phase of the gout is to 
be treated and what manifestations of it one wishes to eliminate. In metabolic 
gout the only abnormality is hyperuricemia or an increased miscible pool 
of urates. In acute gouty arthritis one has to cope with a very painful 
arthritis to which the existing hyperuricemia is not causally related. In 
the third stage, chronic tophaceous gout, one is faced with joints crippled by 
urate deposits, kidneys damaged or in danger, recurrent bouts of acute 
arthritis and a large miscible pool. 

It must be remembered that the role of probenecid in the treatment of gout 
is that of a uricosuric agent. It has no analgesic or antiphlogistic properties. 
The aim should therefore be to establish the dosage of the drug which will 
eliminate the excess of urates and not harm the patient in the process. 

Dosage.—Probenecid is dispensed in 0.5-g. tablets. It is advisable to give 
the patient a single dose of 0.5 g. daily for the first week. In each succeeding 
week an additional tablet should be prescribed until he is taking two, three, 
or even four tablets daily. The optimum number is determined for the 
individual patient either by measuring the amount of urate excreted in the 
urine or by following the level of uric acid in the serum. 

When using the first method it is necessary to find the average daily 
excretion of urates before starting treatment by examining at least three 
24-hour samples. The urate excreted may be as much as twice the usual 
amount during the first four or five days of probenecid therapy so that these 
early results should not be considered in establishing the proper dose. ‘This 
should be aimed at causing the kidneys to put out consistently 0.2 to 0.4 g. 
of urate daily in excess of that excreted before treatment. If the serum uric 
acid is to be used as the guide to dosage, it should be measured weekly and 
the dose increased if the serum level has not fallen to 6 mg./100 ml. or 
less. The dose should very rarely exceed 2 g. a day. One gramme will 
be sufficient in go per cent. of gouty patients if they are on a diet low in 
purine and adequate in protein. When 1.5 g. per day is given, the patient 
may have a more liberal protein allowance and only foods high in purines be 
denied him. He will be grateful for this freedom and happy to take one more 
pill. 

Advantages of low initial dosage.-—This method of administering a small 
amount of the drug initially, and increasing it weekly, lessens the risk of 
inducing renal colic. When 2 g. of probenecid are given at the start, the 
excretion of twice the usual amount of urates in the same volume of urine 
may occur. This can easily lead to crystallization from the supersaturated 
urine, particularly if it be acid. Even with the smaller dose of uricosuric 
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agent one must insist that the patient take three litres of fluid of all kinds 
in the twenty-four hours to ensure an adequately dilute urine. Sufficient 
alkalinization of the urine to provide further safety may be accomplished 
by prescribing one teaspoonful of sodium lactate five times daily. To make 
sure that the specific gravity does not rise above 1.01 and the pH of the 
urine fall below 6, Bauer and Singh (1957) recommend that the patient be 
instructed in the use of a hydrometer and nitrazine paper, particularly in 
the early months of treatment. He can then make the necessary alterations 
in the intake of water and sodium lactate. 

Two additional benefits may accrue from starting the patient on a small 
dose of probenecid and gradually increasing it. He is less apt to develop 
gastro-intestinal symptoms, and, according to some investigators, is less 
likely to have even more frequent attacks of acute gouty arthritis. It is 
important to spare the patient these distressing symptoms, not only for 
humanitarian reasons but because he may otherwise be unable or unwilling 
to continue the treatment. 

Further steps can be taken to prevent this misfortune. To avoid the 
gastro-intestinal symptoms the drug should be taken at the end of a meal, 
or with milk or food if given at bedtime. If necessary, the doses can be 
divided and given more frequently. The total amount of the drug may have 
to be decreased from the more effective larger dose which caused symptoms, 
to a level which the patient can tolerate. 

Combined treatment.—The increased frequency of acute gouty attacks 
may be combated by giving the patient 0.5 mg. of colchicine twice daily, or 
only once a day in the rare case in which toxic symptoms develop with 
the larger dose. This prophylactic dose of colchicine has been shown to be 
effective by a number of careful investigators. Fortunately, the patient 
does not develop a tolerance for the drug given in this fashion for years, 
nor is colchicine’s efficiency in controlling acute attacks of arthritis 
decreased. 





ADVANTAGES OF CONTINUOUS TREATMENT 
It is generally, but not universally, agreed that probenecid should be 
administered to gouty patients indefinitely. It takes months to years to rid 
the body of its excess urates when the drug only adds 0.2 to 0.4 g. to the 
normal daily urinary excretion. Not only are the readily mobilized urates 
in the miscible pool gradually excreted but also the urate molecules which 
go into solution from the surfaces of the tophi as the concentration in the 
body fluids is decreased. Furthermore, the gouty individual continues to 
- manufacture greater amounts of uric acid than the normal. Therefore, even 
if the patient is permitted to stop the drug he should be made to understand 
that he is merely being given a holiday. Without treatment the miscible pool 
\ promptly begins to increase in size, and inevitably tophi will form. Another 
reason for continuing treatment is that intermittent treatment is more apt to 
lead to hypersensitivity to the drug. 





CURRENT THERAPEUTICS 723 


It is clear that probenecid warrants an important place in the treatment 
of chronic tophaceous gout. Many observers have shown that no new tophi 
form when the patient is receiving adequate doses of the drug. Old tophi 
decrease in size. This is shown not only by the subsidence of the inflamma- 
tion of the soft tissue and the closure of draining sinuses but also by the 
decrease in size of bony defects in serial radiographs. The pain and stiffness 
of the joints due to the chronic gouty arthritis gradually subside. ‘There 
have been some well-documented cases in which the function of kidneys 
damaged by gouty deposits has been improved. Although probenecid is 
of no immediate use in the treatment of the acute attack of gout, there is 
evidence that long-continued treatment of chronic tophaceous gout will 
reduce the frequency of the attacks of acute arthritis. The question re- 
maining unanswered is whether the drug should be used in the manage- 
ment of metabolic gout or asymptomatic hyperuricemia. Since the course 
of gout is extremely variable and it is quite possible that an individual 
patient with an elevated serum uric acid might live to old age without 
symptoms, one wonders about the wisdom of starting him on a life of 
unnecessary pill taking. Usually the patient himself solves the problem by 
refusing or forgetting to follow the regime. 

There is a difference of opinion about the influence of the salicylates on 
che uricosuric effect of probenecid. Since salicylates in large doses are 
excellent uricosuric agents themselves it seemed odd that they should 
neutralize this effect of probenecid when they are given simultaneously. 
This effect was reported by Gutman and Yii (1952) and Pascale et al. (1952) 
but Marson (1954) failed to demonstrate it in some carefully designed 
experiments. 


SIDE-EFFECTS 

Boger and Strickland (1955) reported on the toxic reactions encountered in 
2,502 patients given probenecid. The number of those afflicted was 201, a 
percentage of 7.94. Many of the reactions were mild and most could be 
prevented or eradicated, making it unnecessary to stop treatment. Three of 
the most common undesirable effects of probenecid have already been 
mentioned: (1) the precipitation of urate crystals from supersaturated urine 
(0.8 per cent.); (2) gastro-intestinal upsets (3.1 per cent.); and (3) the 
induction of attacks of acute gouty arthritis (1.2 per cent.). There is one 
more category which is important because of the seriousness of the reactions 
as well as the frequency of their occurrence: drug sensitivity (2 per cent.). 

The crystallization of urates in the urinary tract can cause costovertebral 
pain, hematuria, renal colic, and renal failure. The reactions are certainly 
harmful but cannot accurately be called toxic since they result from the 
uricosuric effect of the drug which makes it valuable in treatment. No true 
renal toxicity has been demonstrated. Fortunately, the precipitation of 
urates can be largely prevented by the means previously described. In 
chronic gout renal damage is not uncommon, but this should not be con- 
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sidered a contraindication; in some cases depressed renal function has been 
improved on praenecid. 

Gastro-intestinal symptoms are the most commonly encountered side- 
effects. They range from mild abdominal discomfort to nausea and diarrheea. 
Usually these symptoms are related to the level of probenecid in the plasma, 
being commonly seen when the concentration is above 30 mg. per 100 ml. 
The plasma level is influenced not only by the dose of the drug but by 
the ability of the kidney to excrete it. By starting with a small amount and 
carefully adjusting the maintenance dose, treatment can usually be con- 
tinued. Nevertheless, about 10 per cent. of patients who complain of gastro- 
intestinal symptoms are forced to give up probenecid. 

The way in which the drug induces attacks of acute arthritis is just as 
much a mystery as the pathogenesis of spontaneous attacks and the mode of 
action of colchicine in controlling them. One cannot call this reaction true 
toxicity until it is better understood. The dosage schedule of probenecid 
and colchicine I have described reduces the frequency of the attacks to 
such a degree that it is rare for a patient to discontinue treatment for this 
reason. 

Approximately one-quarter of the reactions to probenecid are due to 
drug sensitivity. Most of them consist of rashes of various forms, usually 
associated with fever. There have been rare instances of severe hyper- 
sensitivity reactions, with chills, fever, rash, dyspnoea, vomiting and vaso- 
motor collapse. No deaths have been reported. Boger and Strickland (1955) 
point out that drug sensitization is most apt to occur in those patients to 
whom probenecid is given intermittently. When drug sensitivity occurs it 
rules out continuation or resumption of therapy because of the hazard of 
serious or fatal reactions. 


CONCLUSION 
Probenecid is a safe and effective uricosuric agent which has proved to be 
of great value in the treatment of chronic tophaceous gout. 
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EQUIPPING THE SURGERY 
XII.—THE OBSTETRIC BAG 


By DAVID FYFE ANDERSON, M.D., F.R.F.P.S., F.R.C.0.G. 
Muirhead Professor of Obstetrics and Gynecology, University of Glasgow 


In the opinion of some, all confinements ought to take place in hospital 
and therefore the obstetric bag should be consigned to the dustbin. This is 
an extreme view. No doubt the obstetric bag was, in bygone years, quite 
small; then, as more major procedures were undertaken in the home, it 
became larger; now it is once again of more modest proportions as it is 
realized that the patient’s home is not the place for abnormal midwifery. 

All standard textbooks of midwifery contain lists of the articles necessary 
for the confinement of a patient in her own home. Details of the outfit 
required can be found, for example, in the ‘Combined Textbook of Ob- 
stetrics and Gynecology’, 6th edition, 1957, edited by Dugald Baird (p. 174). 


SELECTION OF CASES FOR HOME CONFINEMENT 

There is a tendency to overemphasize the difficulties and dangers of what, 
in the majority of cases in a healthy woman, is a normal and natural process, 
not a disease. Everyone would admit that cases in which difficulty is antici- 
pated ought to be in hospital. Cases in which a trial of labour is to be given 
are quite unsuitable for the patient’s own home. Primigravide with a breech 
presentation, cases of toxemia, ante-partum hemorrhage, debility and 
anzemia are other examples. Should there be any suggestion of foetal abnor- 
mality, should there be an associated gynecological condition, or some dis- 
ability such as a cardiac lesion or diabetes, it is obvious that the patient 
can be more adequately supervised in hospital. Careful antenatal attention 
should eliminate difficulties and, provided domestic conditions are suitable, 
there is no reason why the patient should not be confined in her own home. 
Indeed, with the gradual disappearance of nursing homes and the cost 
involved in entering those which remain, there is an increasing desire on 
the part of many women to be confined at home. Patients who have had 
experience of nursing home and hospital are grateful for the privilege of 
being at home where they are in familiar surroundings and where tney can 
keep in close touch with the other members of the family. Here the new 
arrival is more readily accepted by his brothers and sisters and, without 
doubt, the mother is more relaxed both physically and mentally. 

From the patient’s point of view there is everything to be said for home 
confinement, but the deciding voice must be that of the doctor who is to 
undertake the task of bringing the baby into the world. His aim must be 
the delivery of a live, undamaged child, whose mother is undamaged and 
fit to undertake all the duties of motherhood. Should he think that any risk 
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is involved, he would be wise to avoid the undue mental anxiety inevitable 
in the circumstances and advise hospital confinement. It is much more 
difficult to be scrupulous regarding asepsis in a house than in a hospital, 
but one must be conscientious in the application of measures which add to 
the safety of the patient. Belief in the efficacy of antibiotics is not enough. 
Prevention is better than cure. A further word of warning, however, is 
necessary. All may be entirely satisfactory as regards disproportion, pre- 
sentation and normality of the pregnancy, yet one possible menace looms 
dark on the horizon. What about the third stage of labour? While, of course, 
the placental site can be accurately demonstrated by x-rays, it is quite 
unrealistic to have this done in all cases. The third stage and what will 
happen then is always the great unknown factor, which must be considered 
by the doctor without in any way communicating his anxiety to the patient. 


THE DOCTOR’S ROLE 

Having considered the type of case suitable for home confinement, the 
doctor realizes that his task has to be undertaken with limited facilities and 
equipment. It is understood that a trained nurse is in attendance and that 
the necessary articles for a confinement familiar to both nurse and doctor 
are available. Even so, an experienced doctor, accusomed to both hospital 
and home confinements, feels a much greater weight of responsibility in the 
patient’s home: he knows that, in any emergency, he has to depend much 
more upon himself. What the obstetric bag does not contain is more im- 
portant than anything else: the personal qualities of the doctor. An observant 
eye notes the state of the patient at the different stages of labour, watches 
for any sign of dehydration or of distension of the bladder, and can do 
much to instil confidence in the travailing woman. Reassurance by a kindly 
veice is invaluable. An attentive ear assesses the severity of the pains and 
detects any changes in the quality of the feetal heart. The doctor’s greatest 
asset consists in his two hands: these can note any change in presentation 
and position, and eventually they guide the baby safely into the would. 


CONTROL OF BLOOD LOSS 
The use of two experienced hands can be a life-saving measure in third- 
stage and post-partum hemorrhage. In the former, standing on the right 
side of the patient, the right hand is passed down behind the symphysis 
pubis and the uterus grasped at that level while the left hand grasps the 
fundus uteri and bends it forward, at the same time kneading and mas- 
saging it. When a contraction has been stimulated, the placenta and mem- 
branes are expressed, ergometrine 0.5 mg. is injected intramuscularly and 
the massage of the uterus can be continued until satisfactory retraction is 
obtained. Many obstetricians prefer first to inject ergometrine, 0.25 mg. 
intravenously, and then attempt to express the placenta. This method may 
result in retention of the placenta. More commendable is bimanual external 
compression of the uterus, which results in immediate control of uterine 
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hemorrhage, then expression of the placenta, followed by ergometrihe 
intramuscularly which has a more prolonged effect. At the same time, 
0.5 ml. (5 units) of ‘pituitrin’ intramuscularly fortifies the action of ergo- 
metrine. : 

Control of blood loss in the home is even more vital than in hospital 
where blood transfusion is readily available. It is remarkable how normal 
the third stage is in home confinements. The reason for this is that the 
delivery of the baby is spontaneous without deep or prolonged anzsthesia, 
which undoubtedly interferes with the normal contraction and retraction 
of the uterus and at the same time makes the resuscitation of the new-born 
infant more difficult. All that the hand need do in most cases is to rest on 
the uterine fundus to prevent the uterus filling up with blood: the state of 
retraction can be noted and one can tell when separation has occurred. The 
most important part of the conduct of the third stage ‘is knowing when the 
placenta has separated: thereafter, if need be, one has no hesitation in 
expressing it. 


ANESTHESIA AND ANALGESIA 

It is quite impracticable to transport heavy apparatus for anzsthesia or 
analgesia to the patient’s home, no matter how desirable these may be. 
Drugs should be at hand to relieve the patient of unnecessary suffering and 
these must be given with due regard to their effect on the foetus. In a pro- 
longed first stage, morphine, } grain (16 mg.), may be invaluable. Papa- 
veretum (‘omnopon’) } grain (2c mg.) and hyoscine, 1/15¢ grain (0.45 mg.), 
is a useful combination, the hyoscine being repeated as required. Pethidine, 
in a dose of 200 mg. or in separate doses of 100 mg. intramuscularly, is very 
useful. These drugs are easily carried and are most effective. 

As regards the later part of labour nothing facilitates delivery so well as 
‘chloroform 4 la reine’, that is, a few drops on an open mask given with 
each pain and the mask removed when the pain passes off. Whilst this 
procedure is condemned by many anesthetists, it is most comforting to the 
patient, is safe for the baby and is easily administered. What is required is 
confidence by the doctor in the efficacy of chloroform and experience in 
its use. The analgesia can be temporarily deepened to permit the operation 
of episiotomy which can often avoid the necessity for forceps delivery. For 
the insertion of silkworm-gut sutures in the perineum, a few whiffs of 
chloroform will be sufficient. Enough has been said to indicate the im- 
portance of a bottle of chloroform and a suitable mask. A pair of obstetric 
forceps—Milne-Murray’s, Neville’s or a similar type—should be available 
and used if it is merely a matter of lifting the head over the perineum. It 
is better that this should be done and the patient’s gratitude earned than 
that she should deliver the baby spontaneously and become exhausted in 
the process. 

After the birth of the baby, nothing is more vital than to ensure an unob- 
structed airway. Holding the child by the heels, head downwards, will 
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allow mucus to run out of the mouth. Whilst the mechanical suction avail- 
able in hospital is ideal; in the home one must depend on less perfect 
methods of ensuring a proper airway, and here the ordinary mucus- 
extractor has a place. Care must be taken to suck mucus out and not to 
blow it down; the child’s mouth must not be damaged by too vigorous 
movement of the extractor; any rubber attachment must be firmly applied, 
otherwise it may be left behind in the child’s pharynx, with diastrous 
consequences. 

A roll of sterilized gauze packing may be most useful and life-saving in 
certain unexpected emergencies. Such may be prolapse of the cord; placenta 
previa resulting in severe, uncontrollable bleeding following digital examina- 
tion; and inevitable abortion when the cervix is fairly firm and only slightly 
dilated. In cases like these, vaginal packing is invaluable as a temporary 
measure. 


CONCLUSION 
Good midwifery is the surest foundation of a successful general practice. 
Great satisfaction results from domiciliary midwifery well done. Elaborate 
equipment is not required. The guiding motto is: ‘choose your patient’. 





REVISION CORNER 
THE Rh BLOOD GROUPS 


Tue discovery of the Rh factor nearly two decades ago (Landsteiner and 
Wiener, 1940) provided an answer to two important medical problems. ‘The 
first in regard to reactions following multiple blood transfusions, and the 
second the causation of hemolytic disease of the newborn (Levine et al., 

941), called at that time erythroblastosis feetalis. Although the identi- 
fication of further Rh subgroups has shown the underlying blood-group 
serology to be more complicated than originally thought, the Rh factor first 
described and known in this country as the D antigen remains clinically 
by far the most important Rh antigen. From the clinical standpoint it is 
sufficient to know that: (i) approximately five out of six individuals (83 per 
cent.) are Rh (D) positive and one out of six (17 per cent.) are Rh (D) 
negative because their red cells either contain or lack this Rh factor; (ii) it 
is the Rh-negative person who may form Rh antibodies (anti-D) if trans- 
fused with Rh-positive blood or because of carrying Rh-positive children; 
(iii) because of the other Rh factors, such as C, E, ¢, e, it is possible, though 
far less common, for an Rh-positive person to give birth to a baby affected 
with hemolytic disease of the newborn, or to suffer an incompatible trans- 
fusion reaction when transfused with Rh-positive, or even Rh-negative, 
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blood. (Rh-negative blood contains the Rh antigens c and e and is incom- 
patible therefore for patients whose serum contains anti-c or anti-e.) 


IMPORTANCE IN BLOOD TRANSFUSION 

If an Rh-negative person who has never been pregnant is given a single 
transfusion of Rh-positive blood there is a 50 per cent. chance that she will 
be stimulated to form Rh antibodies (Pickles, quoted by Mollison, 1956). 
Such antibodies will not usually be detectable in the recipient’s plasma 
until eight or nine weeks after the transfusion. Other Rh-negative recipients 
may receive several transfusions before developing Rh antibodies, and the 
results of immunizing volunteers indicate that about two-thirds of Rh- 
negative subjects will develop Rh antibodies if given five spaced trans- 
fusions of Rh-positive blood (Wiener, 1949). Clearly therefore, Rh-negative 
persons show marked differences in their response to the transfusion of 
Rh-positive blood. Occasionally, when anti-Rh has developed following a 
single transfusion, it has been shown (Thompson and Walsh, 1950) that 
the patient had received a previous intramuscular injection of Rh-positive 
blood, and it is best to assume that an injection of blood even by this route 
is capable of immunizing the patient to the Rh factor. 

Once Rh antibodies have developed, the transfusion of Rh-positive 
blood will give rise to a hemolytic reaction and in some instances the symp- 
toms and threat to life are as severe as those of an ABO blood incompati- 
bility. Whenever circumstances permit therefore, recipients’ Rh group 
should be determined before transfusion and those found to be Rh negative 
should be given only Rh-negative blood. Since only 17 per cent. of blood 
donors are Rh negative it is difficult to supply large amounts of blood of 
this group and on occasion it may be necessary to transfuse Rh-positive 
blood to a male patient who has not previously been transfused, or a nulli- 
parous female patient who has passed the menopause, neither of whom will 
have Rh antibodies in the plasma. Except to save life and when no Rh- 
negative blood is available, however, Rh-positive blood must not be trans- 
fused to an Rh-negative female who may later bear a child. The combined 
stimulus of an Rh-positive transfusion followed by carrying an Rh-positive 
foetus will cause the development of Rh antibodies in a high proportion of 
cases and the child is then affected with hemolytic disease of the newborn 
with a significant risk of stillbirth. 

The other Rh factors are not such powerful antigens as the D factor; 
consequently a patient who is, for example, D positive but E negative may 
usually be given a large number of transfusions of Rh-positive blood con- 
taining the E antigen before he develops Rh antibodies of type anti-E. In 
practice therefore, Rh antigens other than D are not tested for as a routine 
in grouping recipients for transfusion, but the possible development of the 
rarer Rh antibodies in the patient’s serum should be excluded by careful 
direct matching tests, including an indirect anti-globulin (Coombs’) tech- 
nique whenever the recipient has been pregnant or has received a previous 
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transfusion. In the case of patients who may have to undergo a large series 
of transfusions, such as those with a hemorrhagic trait or a refractory 
anemia, a full Rh typing may be desirable, so that the blood transfused 
may be selected from that which contains the same combination of Rh 
factors as the recipient’s own cells. This will then lessen the chance of the 
patient developing immune blood-group antibodies. 


HEMOLYTIC DISEASE OF THE NEWBORN 

This condition, which may become manifest as a macerated stillbirth, 
hydrops feetalis, icterus gravis neonatorum, or severe neonatal anzmia, 
complicates at least one in 200 pregnancies, and the majority of cases result 
from an Rh-negative mother forming Rh antibodies of type anti-D through 
carrying an Rh-positive baby. Walker and Neligan (1955) have shown that, 
with prompt and skilful treatment, more than g5 per cent. of affected 
babies born alive will survive and this is further supported by our own 
experience in Bristol where, over a 24-year period, 96 per cent. of liveborn 
children affected with hemolytic disease survived. 

These results have followed treatment with exchange transfusion, in 
which, in all but the very mildest cases, the baby’s blood is replaced with Rh- 
negative bleed shortly after birth, and contrast with a liveborn survival rate 
of 80 per cent. if a simple transfusion with Rh-negative blood is the only 
treatment given (Armitage and Mollision, 1953). About two of every three 
babies born alive with hemolytic disease require transfusion and those 
severely affected may need a second or a third exchange within 72 hours of 
birth. The severity of the condition cannot always be predicted antenatally 
and the best results are obtained only if such babies can be delivered in a 
hospital where there is an experienced team to undertake the treatment. 
It has been shown that brain lipid takes up bilirubin of the ‘indirectly 
reacting’ variety. Exchange transfusion by removing this pigment has not 
only improved the survival rate but has diminished appreciably the inci- 
dence of brain damage (kernicterus) in the survivors. 

Nearly all babies who would benefit from exchange transfusion can be 
detected antenatally and, now that there are full facilities throughout the 
country for these tests to be carried out free of charge, Rh grouping must 
be regarded as one of the fundamentals of antenatal care. The essence of 
antenatal blood grouping is to detect those women who are Rh negative 
and to examine their serum about six weeks from term to determine whether 
Rh antibodies are developing. The blood of Rh-positive mothers need not 
be tested for the rarer Rh antibodies, such as anti-c or anti-e, unless they 
give a history of having received a transfusion or intramuscular injection 
of blood, or of having had a baby with signs suggestive of hemolytic disease. 
Walker and Mollison (1957) have estimated that if all cases of haemolytic 
disease in England and Wales due to anti-D could be detected antenatally 
infant deaths from this cause could be reduced by at least 150 per annum. 
Where cases have been missed antenatally, jaundice developing within 
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twenty-four hours of birth should be regarded as highly suggestive of 
hemolytic disease and investigation of the mother’s and baby’s blood to 
establish the diagnosis and secure early treatment be carried out as soon 
as possible. 


STILLBIRTHS 

Although the liveborn survival rate has been so markedly improved, the 
chance of an Rh-negative mother having a stillborn baby if she develops 
anti-D remains a serious problem. In the South-West Region, over a two- 
year period, the over-all incidence of stillbirth in haemolytic disease was 
13 per cent. When the mother had not previously carried an affected baby, 
8 per cent. were stillborn, but in families in which a child had been severely 
affected, but survived, the incidence of stillbirth in subsequent children was 
25 per cent. The management of pregnancy when Rh antibodies are present 
in the mother’s serum can be assisted by determining the husband’s full 
Rh type. If he is found to be homozygous for the D antigen (presuming 
the antibodies to be anti-D), premature induction of labour as soon as the 
baby is judged of sufficient size may prevent a stillbirth in those families 
in which there has been a severely affected or stillborn baby at a previous 
pregnancy. Premature delivery is not indicated when the previous child 
was only mildly affected as subsequent siblings are also likely to suffer only 
a mild form of the disease (Walker and Murray, 1956). 


CONCLUSION 
Despite the serious risk of stillbirth, this problem must be kept in its 
proper perspective. Fewer than 1 in 30 Rh-negative mothers develop 
anti-Rh, hemolytic disease rarely complicates a first pregnancy unless the 
mother has been transfused with Rh-positive blood, and most Rh-negative 
mothers can carry three or four healthy children without developing Rh 


antibodies. 
GEOFFREY H. Tovey, M.D. 


Director, South-West Regional Blood Transfusion Service, Bristol. 
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NOTES AND QUERIES 


Noises in the Head 

Query.—I have a patient who is troubled to 
desperation with noises in her head that are so 
loud that she has to turn the wireless on at high 
volume to try to drown them, Whilst the noises 
usually start on one side of the head, they 
eventually radiate to all areas. She lives at the 
top of a hill with a further forty steps to the front 
door. The noises usually start—or at least she 
becomes aware of them—after the morning 
shopping expedition, but physical stress cannot 
account for a return of the noises at tea-time 
after an afternoon’s rest. There is no trace of any 
psychological abnormality. 

She has been treated in the past for hyper- 
tension with sedatives and ‘hydrobromic acid’, 
but on two visits her blood pressure was 
165/90 mm. Hg, which is reasonable for 65 
years of age. The cardiovascular and respiratory 
system seem normal and both ear-drums are 
normal. The hemoglobin is 84°,, W.B.C. 
8000 with normal distribution. Blood sugar 
100 mg. and alkaline phosphatase 6 units °,. 
She has a raised E.S.R. (Wintrobe) of 22. 
Rep_y.—This patient should be referred to an 
otologist. There is no mention in the notes of her 
hearing, and an audiogram should be the first 
step in the investigation. Some of these patients 
with head noises, however, do not have any more 
deafness than is appropriate for age, and the 
cause in these is obscure. My suspicion is that it 
is atheroma: possibly, dilated arteries press upon 
the eighth nerves, or it may be that ischemia of 
the cochlear neurons is responsible. It can be the 
most distressing symptom, and I know of 
nothing that will alleviate it apart from heavy 
sedation with amylobarbitone sodium, and that 
as a rule causes drowsiness, which is unaccept- 
able. In some cases in which the patient is driven 
to distraction by the noises, leucotomy has been 
performed, and | believe that this has been 
followed by considerable relief. But I have not 
advised it in any of the cases I have seen. 

Sir CHARLES SYMONDS, K.B.E., C.B., M.D., F.R.C.P. 


Muscular Cramp 

Query.—I have under my care a young foot- 
baller aged 17 years who intends to make 
football his career and has already played for 
English representative teams. He is physically 
fit but of small and rather frail buiid. In the 
second half of any very hard game he is almost 
crippled with severe cramp in both calves. 
Immediate local treatment so far has been 
useless, and we have tried calcium, sodium 
chloride, and sodium phosphate, all without 
success 





I wonder if one of your experts could advise 
as to what else we could try. 
Rep_ty.—Muscular cramp is of ischemic origin, 
that is to say, due to the accumulation of pro- 
ducts of muscular activity imperfectly removed 
in consequence of inadequate blood flow, 
Although comparatively trivial exercise can 
produce it in the case of diseased arteries—the 
familiar ‘intermittent claudication’ of Buerger’s 
disease—very rapidly repeated movements may 
generate these metabolic products to a degree 
beyond the possibility of oxidation even when 
the circulation is healthy. I have often seen 
cramps in sprinters but not in footballers, when 
extreme effort is more intermittent. 

I note that the subject of this query is only 
17 years of age so that one thinks of relative 
immaturity and instability. I would not expect 
any benefit from dzug therapy, and, disappoint- 
ing as it seems, one must rely on time for better 
adjustment while paying attention to general 
health and continuing exercise to the degree of 
tolerance. 

Str ADOLPHE ABRAHAMS, O.B.E., M.D., F.R.C.P. 


Treatment of Sinus Tachycardia 
Query.—]I have a spinster patient, aged 42, who 
suffers from persistent sinus tachycardia. The 
usual pulse rate at rest is 80 to go and slight 
exertion or excitement causes a rapid rise to 
rates exceeding 100 per minute, the pulse re- 
maining regular. Blood pressure is normal and 
there is no evidence of organic heart disease. 
There is no history of diphtheria or rheumatic 
fever. She is a schoolteacher and only once in 
two years has she remained off work because of 
the condition, but she complains of her activity 
being restricted by the feeling of weakness 
associated with the rapid pulse. 

There is slight benefit from sedation with 

‘amytal’, but I feel that something more could 
be done. Would sympatholytic or parasympa- 
thomimetic drugs be of any use? Is the effect 
of ganglion-blocking on sinus tachycardia 
predictable? 
Rep.y.—A sinus tachycardia, such as that de- 
scribed, with a perfectly normal cardiovascular 
system and without evidence of thyrotoxicosis 
is a rather unusual condition, but it occurs as @ 
personal peculiarity. The fact that the patient 
is conscious of her rapid pulse simply means 
that she has an unusually sensitive nervous 
system and has become heart conscious, p0s- 
sibly because she knows that her pulse is apt 
to be fast. 

Without having examined her, my opinion 
would be that all she needs is reassurance, and 
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encouragement to disregard the condition and 
to undertake gradually increasing normal exer- 
cise. I am quite sure that there is no indication 
for treating the condition either by sympatho- 
lytic drugs or parasympathomimetic drugs, nor 
would I advise ganglion-blocking agents. 
GEOFFREY BourNg, M.D., F.R.C.P. 


Recurrent Aphthous Stomatitis 
Query.—I should be grateful for advice on the 
subject of recurrent aphthous ulceration of the 
mouth. The patient is a little girl aged 4, 
who has been troubled by these ulcers, frequently 
multiple, for about the last three years. I have 
tried various remedies and she has also been 
examined by a pediatrician. Whilst the child 
herself appears to be adapting herself to the 
ulcers, the mother is becoming increasingly 
worried. 

Rep_y.—Although recurrent aphthous stomatitis 
is quite a common disorder, the cause is un- 
known, and such lesions may result from a 
number of different causes. The most commonly 
accepted idea is that the ulcers are the result 
of virus infection, and the virus of herpes sim- 
plex has been especially incriminated, but recent 
work has not confirmed this. Similarly, there is 
no proof of an allergic or endocrine cause as 
has been suggested. The two most striking 
associations with aphthous stomatitis are dys- 
pepsia (hence one of the many synonyms in 
older patients—dyspepsia canker) and nervous 
tension. Without any clear knowledge of the 
cause, it is hardly surprising that treatment is 
difficult, and has ranged from the prescription 
of supposedly deficient vitamins and hormones, 
and the avoidance of various articles of diet, to 
cortisone and even radiotherapy, without any 
definite benefit. 

In this case, the mother’s concern might 
receive attention. Explanation and reassurance, 
in an attempt to relieve her anxiety, migh* easily 
benefit the state of the child’s mouth. Highly 
seasoned foods should certainly be avoided, but 
a normal varied diet should be given. Any 
gastro-intestinal disorder should be corrected. 
Local applications can give relief, and the 
following should be tried :— 

(1) Chlortetracycline (‘aureomycin’), in the 
form. of a suspension of 250 mg. in 10 ml. of 
water. 

(2) Silver nitrate, 8°, touched on the ulcers 
with a matchstick. 

For internaladministration, the old-fashioned 
remedy of potassium chlorate, 2 grains in 1 
ounce of water (120 mg. in 28.4 ml.), given every 
two hours during the child’s waking hours may 
well cut short an attack. Recently a claim has 
been made for the antihistaminic drugs. One 
of the group with little soporific effect should be 
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chosen, e.g. chlorpheniramine maleate (‘piriton’), 
which can be prescribed as a syrup and given 
in a dose of 1 mg. (half a teaspoonful) two or 
three times daily. 

H. W. Ever.ey JONEs, 0.B.E., M.B., M.R.C.P. 


Heredity of Cystinosis 
Query.—A year ago, one of my patients, the 
only child of two healthy parents, died of 
cystinosis at the age of seven. As the parents are 
anxious to have another child I should be 
grateful if you could tell me if there is any 
likelihood of further children being similarly 
affected. ; 
Repty.—The heredity of cystinosis has been 
dealt with briefly by Dent and Harris (Journal 
of Bone and Joint Surgery, February 1956, 38B, 
204). The disease is inherited as an autosomal 
recessive gene, which means that there is a 
one-in-four chance of future children being 
affected by the same disease. The fact that the 
first child has already been born with it makes 
no difference, of course, to the odds for future 
children. The above reference also describes 
clinical features and prognosis. It is most im- 
portant to be sure that the disease in question is 
cystinosis and not cystinuria with which it is 
still sometimes confused and which is an entirely 
diffe rent condition. 

C. E. DENT, M.D., F.R.C.P. 


Jelly-Fish Stings 

Query.—The article on ‘Wasp and Bee Stings’ 
in the June issue (p. 712) reawoke my interest 
in jelly-fish stings. Can you tell me the nature, 
purpose, effect and treatment (with regard to 
the human body) of these stings? 

Rep_y.—The marine animals known as jelly- 
fish have a bell or umbrella shape and vary in 
diameter from about one inch (2.5 cm.) to three 
or four feet (go to 120 cm.). Tentacles which 
float near the surface of the water and which 
in the larger jelly-fish may be several feet in 
length, are arranged around the margin of the 
disc. These bear .batteries of stinging cells, or 
nematocysts, which protect the animal and injure 
its prey. 

The nematocyst is a minute fluid-filled bag 
with a filamentous invagination, 0.01 to 0.1 mm. 
long, at one end. This is contained within a 
cell called a cnidoblast within the ectoderm and 
which responds directly to mechanical and 
chemical stimuli. Its stimulation causes a sudden 
increase in pressure in the nematocyst which 
discharges the thread in much the same way as 
an inturned finger of a glove can be everted by 
compressing the air within it. Some of these 
threads wrap themselves about fine projections 
such as hairs on the prey; others which penetrate 
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the body carry a poison which can paralyse the 
prey. The nature and exact location of this 
poison have not been determined. 

Jelly-fish have the reputation of being able to 
sting human beings. Many are, in fact, harmless 
but some, such as Cyanea capillata of the North 
European coasts, can cause a sting not unlike 
that of a ne*tle; there is irritation and possibly a 
small weal. Occasionally pain is severe and lasts 
for several hours. Jelly-fish inhabiting tropical 
waters are more dangerous and deaths after 
stinging are not unknown. The one with the 
worst reputation belongs to the genus Physalia 
and is commonly called the ‘Portuguese Man- 
of-War’. Contact with one of these causes a 
severe burning pain in the area of the sting 
which becomes red and forms a weal, and a 
systemic reaction, the severity of which depends 
upon the size of the contact area. Usually there 
is a rapid onset of painful cramps of the muscles 
of the trunk and extremities, difficulty in 
breathing due to spasm of the respiratory 
muscles and outpouring of mucus into the air 
passages, perspiration and sometimes profuse 
lacrimation. Without treatment the symptoms 
persist for a few hours. The contact area often 
blisters and then scabs and may have a reddish 
discoloration with disturbed sensation for some 
months. Muscle cramps on exercise may persist 
for weeks. Occasionally the systemic reaction is 
so severe that death occurs (Wade, 1928). 

Morphine has long been the standard treat- 
ment, but it is not very effective. Immediate and 
dramatic relief has now been reported (Stuart 
and Slagle, 1943) following the intravenous in- 
jection of 10 ml. of 10°, calcium gluconate and 
this treatment is recommended. Local treatment 
seems to be ineffective. 
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Maggots and Flies in Stools 
Query (from a reader in Ceylon).—Some of my 
patients, usually children, give a history of 
passing small live beetles in the stools. After the 
stools are passed the beetle is said to fly away. 
How does the beetle enter the rectum and breed 
there? What treatment should I recommend? 


Rep_y.—Maggots and flies may appear in 
freshly voided stools in the tropics. These are 
due to the fact that the eggs and larve of some 
species of these insects are not destroyed by the 
human gastro-intestinal tract. The eggs or 
larve are ingested with dirty food or possibly, 
in the case of children, from fallen fruit or any 
other dirt conveyed to the mouth by the hands. 
When the stools are voided the flies may be seen 
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flying from them. This intestinal myiasis causes 
no symptoms. It is avoided by improving the 
habits of the patient. 

F. D. SCHOFIELD, M.B., M.R.C.P., D.T.M. & H, 


Treatment of Congestive Heart 


Failure 

Query.—I was particularly interested in Dr, 
C. J. Gavey’s reply to the query regarding the 
choice of diuretic for cardiac edema in the aged 
(The Practitioner, August 1957, p. 213). 

At the moment I am treating several cases of 
congestive heart failure in elderly patients and 
came to the conclusion some time ago that they 
had become ‘mercurial fast’. In a final attempt to 
solve the problem, I combined the mercurial 
diuretic with 100 mg. of pyridoxine and was 
quite startled at the response in two cases. The 
pyridoxine was given intravenously in two cases 
and it was in these two cases that the diuresis 
was most profound. The response was not quite 
so dramatic when it was given intramuscularly, 
presumably due to poor absorption from the 
already turgid tissues. However, even when 
given intramuscularly the response was quite 
good and very much better than with the 
mercurial diuretic alone. I would be interested 
to have Dr. Gavey’s comments. 

Rep._y.—lI have tried pyridoxine alone and in 
combination in cases of heart failure and I have 
so far been unable to ascribe any helpful effect to 
the pyridoxine, but combined treatment is 
always difficult to assess and I am continuing 
with more trials. I do not know of any rationale 
for this combination but your reader appears 
to have been so impressed with his results that 
I feel we must keep an open mind on the 
matter until further information is available. 
C. J. GAVEY, M.D., F.R.C.P. 


Mammoplasty for Small Breasts 
Query.—™Mr. Patrick Clarkson in his article on 
“The Use and Abuse of Mammoplasty’ (The 
Practitioner, September 1957, p. 272) stresses 
the difficulties of the girl with the bulky bosom. 
In these days of ‘breast consciousness’ the girl 
with the tiny breasts suffers a good deal also. 
Is there a safe and practical operation for 
enlarging the breasts? 

Rep.ty.—It is entirely practicable to enlarge 
the breasts to at least a moderate size, if there is 
virtually no breast promontory to start with. A 
reasonably prominent bosom ‘may also be 
produced by appropriate surgery when the 
breasts are depleted and pendulous. The 
procedures are either to bury local dermo- 
lipomatous flaps behind the breast substance, 
while tightening the skin ‘bra’, or to rearrange 
the breast parenchyma (if there is an adequat* 
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amount of this present), while at the same time 
inserting a free dermolipomatous graft from the 
buttock. These two procedures may be com- 
bined. Some later absorption of the free grafts 
occurs, but at least a reasonable mammary 
prominence can generally be assured, and some- 
umes it is possible to provide a breast which 
conforms to a very high zxsthetic level. 
PATRICK CLARKSON, M.B.E., F.R.C.S. 


Chlorpromazine Dermatitis 

A GENERAL PRACTITIONER writes:—Recently 
I did a ‘locum’ which included a bi-weekly visit 
to a home for mentally defective children. One 
day a woman aged about 45 came to see me 
complaining of irritation of the arms, legs, and 
body, which had been present for some time. 
Examination revealed patchy desquamation 
and scratch marks. 

It seemed clear that this condition had some- 
thing to do with the Home where she worked 
three days a week. I first thought of a strepto- 
mycin sensitivity, but there was no evidence of 
this being used habitually at the Home. There 
was, however, a history of endemic scabies, so I 
prescribed an ointment with benzyl benzoate, 
but there was no improvement. I then read Dr. 
Scott’s article on ‘Advances in the Treatment of 
Skin Diseases’ in the October issue of The 
Practitioner, and immediately I was like the 
man in church who, on hearing “Thou shalt not 
commit adultery’, exclaimed ‘That’s where I 
left my umbrella!’ I remembered that I had only 
recently signed a form for 5000 tablets of 
chlorpromazine which was being used on a large 
scale in the management of the inmates of the 
Home. I immediately referred the good lady to 
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the local dermatologist who confirmed the 
diagnosis of chlorpromazine dermatitis. I 
confess that until I had read Dr. Scott's article 
I was ignorant of the fact that such a sensitivity 
could be acquired merely by handling patients 
who are taking the drug. 


Sodium Calciumedetate 

Dr. P. Lestey Bipstrup writes:—Since the 
publication of my article on ‘Calcium Disodium 
“Versenate’”’’ (The Practitioner, September 
1957, P. 314) my attention has been drawn to the 
fact that, in the original article published by 
Breinen and de Voe (Arch. Ophthal., 1954, 52, 
846) on the treatment of band keratopathy and 
corneal calcium affections it was stated that the 
chelating agent used was edathamil calcium di- 
sodium (calcium sodium edetate, Ca EDTA). In 
fact the dihydrogen disodium salt of ethylene 
diamine tetra-acetic acid was used and 
authors have published a correction in a sub- 
sequent edition of the journal. I regret that I 
was not aware of this correction at the time of 
writing my article. 

The use of registered trade names and sub- 
sequently of ‘approved’ or generic names, 
often leads to difficulty in identifying new 
therapeutic agents. This is certainly so in 
the case of the ‘substance for which the 
approved name in Great Britain is sodium 
calciumedetate. It may be of interest to prac- 
titioners to know that this is synonymous with: 

Calcium —=_ disodium 

(chemical name) 

Edathamil calcium disodium (U.S.P. approved name) 

Calcium EDTA 

Calcium disodium 

name 


ethylenediamine __ tetra-acetate 


‘versenate’ (Riker)—proprietary 
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Bone and Foint Tuberculosis 


IN a review of the reports published during the 
last ten years, taken in conjunction with the 
experience gained at the Royal National Ortho- 
padic Hospital, F. Harwood Stevenson ( Tubercle, 
October 1957, 38, 355) concludes that it is now 
clear that chemotherapy is of the utmost value 
in bone and joint tuberculosis. Triple drug 
treatment—i.e. streptomycin, PAS, and _ iso- 
niazid—is recommended, and should be given 
for a minimum of six months. In many cases, 
especially of spinal disease, a course of nine or 
twelve months is advisable. Joints with only 
synovial disease, or with radiological change 
limited to superficial erosion, do not require 
operation but may be treated by chemotherapy 
with rest or splinting. Intra-articular chemo- 


therapy for the knee is ‘valuable and safe’. 
Major surgical procedures in early or late de- 
structive disease are now safe at the sacro-iliac 
joint, the lower limb joints, wrist, ankle, and 
foot. Chemotherapy and any necessary opera- 
tion should make amputation a rarity, even with 
advanced destruction and secondary infection. 
In the author’s experience of thoracic and lumbar 
disease, with or without an abscess, good results 
with little or no further spread can be obtained 
by chemotherapy without operation. On the 
other hand, ‘conservative treatment under 
chemotherapy should not be looked upon as the 
inevitable primary routine’. Every patient must 
be considered individually, ‘regard being paid 
to the history, the age, the site and present 
state of the lesion, as well as the social and 
economic circumstances’. 
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Methylpentynol Carbamate 


METHYLPENTYNOL carbamate (‘oblivion-C’), 
according to R. L. I. Lyon (Scottish Medical 
Journal, October 1957, 2, 389) is ‘a safe and 
effective drug free from side-effects. In a dose 
of 600 mg. it appears to be about as potent as 
amylobarbitone 180 mg.’. In a_ controlled 
clinical trial, in which methylpentynol was com- 
pared with amylobarbitone and with an inert 
tablet, amylobarbitone was found to be 84° 
effective, methylpentynol 80°, effective, and 
the inert tablet 48°, effective. With methyl- 
pentynol no toxic reactions or side-effects were 
observed. There was no depression, hangover, 
prolonged drowsiness, or upset of the alimentary 
tract. Neither was there any evidence of blood 
dyscrasia or hepatic or renal upset. As it is thus 
‘a useful and safe drug, both as a sedative and 
as a hypnotic’ it is concluded that it ‘may often 
be found to be a valuable alternative to the 
barbiturates’. 


Oxyphenonium and PAS 
OXYPHENONIUM bromide (‘antrenyl’), an anti- 
cholinergic drug which relieves spasm and 
hypermotility, is an effective preparation for the 
relief of the gastro-intestinal irritation of para- 
amino-salicylic acid (PAS), according to P. B. 
Woolley (British Journal of Tuberculosis and 
Diseases of the Chest, October 1957, 51, 382). 
This conclusion is based upon the findings in 
two groups of patients, receiving either PAS 
(16 g. daily) or ‘therapas’ (14 g. daily) in con- 
junction with streptomycin or isoniazid, who 
complained of gastro-intestinal irritation as a 
result of taking PAS. Group A, consisting of 18 
patients, were given 5 mg. of oxyphenonium 
four times daily. Group B, consisting of nine 
patients, were given inert tablets daily instead 
of oxyphenonium. Only one patient in group A 
failed to obtain relief from the oxyphenonium, 
whereas none of those in group B obtained any 
relief from the inert tablets. In eight of the 
patients with only mild gastro-intestinal irrita- 
tion it was possible to suspend administration 
of oxyphenonium after a week or so without the 
irritation returning. Some of the other patients 
have been on oxyphenonium for four months. 
The only side-effects encountered have been 
slight dryness of the mouth in four patients. A 
warning is given that in no circumstances should 
oxyphenonium be given to patients with glau- 
coma, and close supervision is necessary in cases 
of prostatic hypertrophy and pyloric stenosis. 


Conservative Management of 
Regional Enteritis 

UNLEss complications are present, ‘conservative 
management of regional enteritis, although non- 
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specific and supportive, is of definite benefit and 
deserves a thorough trial’ in the opinion of E. R. 
Ensrud and W. G. Sauer (Proceedings of the 
Staff Meetings of the Mayo Clinic, August 7, 
1957, 32, 395), based upon a follow-up of 38 
patients treated in this way during a twelve-year 
period. Symptoms present before the first 
examination, in descending order of frequency, 
were: diarrhea, loss of weight, episodes of ab- 
dominal pain, febrile episodes, gross rectal 
bleeding, anal fistula and perirectal inflamma- 
tion, palpable mass in the right lower quadrant, 
and internal fistula. The duration of symptoms 
before treatment ranged from three months to 
twenty years, but averaged 3} years. ‘A normal 
x-ray appearance of the colon does not exclude 
regional enteritis as a diagnosis’: x-ray examina- 
tion with the aid of a barium enema revealed the 
changes of regional enteritis in only 14 cf these 
patients, whereas, in all those in whoru «x-ray 
examination of the small intestine was carried 
out, ‘changes indicative of regional enteritis were 
seen’. T'reatment included a high-protein, high- 
carbohydrate, high-vitamin and _ low-residue 
diet, sulphonamides, antibiotics, antispasmodic 
drugs, blood transfusions, and adequate rest. 
X-ray treatment was also given in some in- 
stances. Follow-up periods ranged from four to 
fifteen years. Of the 11 patients with ‘minimal’ 
involvement of the colon or small intestine, 7 
were in ‘good health’ and 4 in ‘fair health’. Of 
the 8 patients with ‘moderate’ involvement, 1 
had died four years after initial treatment, and 
the physical condition of the others was ‘good’ 
in 2, ‘fair’ in 4 and ‘poor’ in one. Of the 19 
patients with ‘extensive’ involvement 7 died and 
of the remainder results were good in 10 and 
fair in two. 


Penicillinase for Penicillin 


Reactions 

‘IMPRESSIVE and encouraging’ results are re- 
ported by A. M. Minno and G. M. Davis 
(Journal of the American Medical Association, 
September 21, 1957, 165, 222) from the use of 
penicillinase in the treatment of penicillin re- 
actions. The usual dose of penicillinase was 
1 million units in 2 ml. of sterile distilled water, 
intramuscularly. They report their findings in 
32 cases, in 14 of which the reactions were due 
to procaine penicillin; in the remainder they 
were due to benzathine penicillin. Penicillinase 
was the sole agent of treatment in 12 cases. In 
the remaining 20 cases antihistamines were also 
used. The results show that 15 patients were 
‘ambulatory and asymptomatic’ within twenty- 
four hours and five within forty-eight hours, 
whilst in 12 cases it was four to six days before 
all signs and symptoms disappeared. In patients 
with severe reactions which did not respond 
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within forty-eight hours the use of penicillinase 
was repeated. In 11 cases more than two in- 
jections were required. No toxic reactions were 
encountered from the intramuscular injection of 
penicillinase, although most patients complained 
of local pain and residual tenderness at the site 
of injection. In an addendum it is reported that 
a further ten patients have been satisfactorily 
treated with penicillinase, only one of whom 
required admission to hospital. 


Adeno-tonsillectomy Anesthesia 
Tue following method of anzsthesia is recom- 
mended by Andrew Doughty (British Journal 
of Anaesthesia, September 1957, 29, 407) for 
adeno-tonsillectomy in children. Premedication 
consists of 0.06 ml. of the standard papaveretum- 
scopolamine solution (1 standard ampoule con- 
tains 4 grain [20 mg.] of papaveretum and 1/150 
grain [0.4 mg.] scopolamine in 1 ml.) per 5 lb. 
(2.7 kg.) of body weight. This premedication 
ensures that the child comes to the theatre ‘not 
necessarily asleep, but quiet, happy, and suf- 
ficiently cooperative to allow the anzsthetist to 
perform venepuncture with ease’. For induction 
of anesthesia, 100 to 300 mg. of thiopentone 
are given intravenously. This is followed by 
suxamethonium, 15 to 25 mg., and after relaxa- 
tion has become complete the trachea is in- 
tubated through the mouth. Anzsthesia is 
maintained, both before and after the resump- 
tion of spontaneous respiration, with nitrous 
oxide and oxygen with a trace of cyclopropane 
or a volatile agent. Recently, traces of halothane 
have been found to be a satisfactory supplement 
to nitrous oxide and oxygen, enabling the patient 
to remain at a very light level of narcosis without 
coughing on the tube. With this technique ‘the 
child recovers consciousness rapidly and in most 
cases remains quiet under the analgesia endowed 
by the premedication; he can sometimes even 
be induced to smile very shortly after the 
operation’. 


Peptic Ulcer in Children 

TuHat ‘peptic ulcer in childhood is a well 
established clinical entity far more common 
than it is usually considered to be’ is the con- 
tention of Captain A. D. Crosett, U.S.A.F. 
(M.C.) (New York State Journal of Medicine, 
October 1, 1957, 57, 3141), in reporting five 
cases in children aged 16 years or less. Four of 
these were under the age of 12 years. The eldest, 
aged 16, was seen on account of melzna. There 
was no previous history of abdominal pain but 
for the previous month he had had ‘a feeling of 
severe hunger’. In the other four there was a 
history of periumbilical pain, and in two it was 
relieved by food. In three of them the pain 
occurred in the early hours of the morning. 
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Recurrent bouts of nausea and vomiting, usually 
of short duration, were reported in two cases. 
‘In at least three cases the presence of emotional 
problems of a severe nature suggested an 
etiologic factor’. All responded ,to medical 
therapy. 

A case of perforation of a gastric ulcer in an 
eleven-year-old boy is reported by Charlotte 
Bansmer and her colleagues (New England 
Journal of Medicine, September 5, 1957, 257, 
463). The history was one of cough for a week, 
followed by the sudden onset of substernal pain. 
Examination revealed the presence of pneumo- 
peritoneum, and at laparotomy a ruptured gastric 
ulcer was found at the midpoint of the lesser 
curvature of the stomach. The child made an 
uneventful recovery. ‘The episode’, it is re- 
ported, ‘occurred during a period of more than 
usual emotional tension’. 


Etiology of Mongolism 

FURTHER evidence that ‘the operation of 
maternal factors, in large part chronic, acting 
during the first trimester of pregnancy’ may be 
an important factor in the etiology of mon- 
golism is adduced by T. H. Ingalls and his 
colleagues (American Journal of Obstetrics and 
Gynecology, September 1957, 74, 572) from a 
study of the case records of the 52 mongoloid 
babies born at the Boston Lying-in Hospital 
during the twenty-year period, 1935-54. They 
found that of total pregnancies preceding the 
birth of the mongoloid child, 15.5° had ended 
in miscarriages or stillbirths, compared with 
only 9.4% in a comparable control group. In 
the younger age-group (33 years and under) 
of the mothers of mongoloid babies, six of the 
21 mothers had had previous miscarriages, com- 
pared with only one of the control group. In 
the older age-group, 20 miscarriages had 
occurred among the mothers of mongoloid 
babies, compared with 13 among the controls. 
‘The implication is clear’, it is said, ‘that 
mothers who bore mongoloid babies were facing 
adverse reproductive risks even before the preg- 
nancies which came under scrutiny got under 
way’. 

It was also found that 10 (over 20%) of the 
mothers of mongoloid babies had had vaginal 
bleeding or spotting during the first trimester 
of the pregnancy, compared with only five (10% ) 
of the control group. When classified according 
to age, nine of the 10 cases of first-trimester 
bleeding in mothers of mongoloid babies 
occurred in women who were 34 years or over, 
whereas four of the five cases among controls 
occurred in women 33 years or younger. That 
retroversion of the uterus may play a part is 
suggested by the fact that retroversion had 
been reported in previous pregnancies in six of 
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21 (nearly 30%) mothers of mongoloid babies 
aged 32 years or younger, compared with nine 
of the 14 comparable controls. When newly dis- 
covered as well as long-standing retroversions 
of the uterus were included, 18 were recorded 
in the mongoloid group and 11 among the 
controls. Finally, it was found that there was 
four times as much organic heart disease in the 
mothers of mongoloid babies as in the control 
mothers. 


Lactation Due to Chlorpromazine 


and Reserpine 
ATTENTION is drawn by Bruce Robinson (Medical 
Journal of Australia, August 17, 1957, ii, 239) 
to the occurrence of enlargement of the breasts 
in both sexes, and of secretion of a milk-like 
fluid in women during chlorpromazine and 
reserpine therapy. In a series of 70 women in a 
mental hospital, who had been receiving chlor- 
promazine in daily doses of 75 to 600 mg. for 
periods of over a month, lactation was found in 
seven. All of these women were between the 
ages of 15 and 50, and there was no instance of 
lactation in the 29 women over the age of 50. 
This gives an incidence of 10°, for the whole 
group but, as six of the cases occurred among 
the 20 women, aged 15 to 36 years, who were 
receiving more than 200 mg. of chlorpromazine 
daily, the incidence of lactation in this group 
was 30°. In only one case in the whole series 
was the milk produced spontaneously; in the 
others it was produced only on expression. 
Among 26 women who had been receiving 
reserpine in doses of 0.75 to 5 mg. daily for 
periods of over a month, milk was found to be 
present in small amounts in two. Both of these 
were nullipara, aged 26 and 39 years respec- 
tively, and both had been receiving 3 mg. of 
reserpine daily. Details are also given of a man, 
aged 56, who developed gynecomastia after he 
had been taking reserpine for nine months: 
0.5 mg. daily for six months, followed by 0.25 
mg. daily for three months. The breast swelling 
receded when the reserpine was withdrawn. 


Sweating and Sympathetic 


Innervation 

UntTIL recently the distinction between the ec- 
crine and apocrine glands ‘has been regarded 
rather as of histological interest than as signify- 
ing any sharp differentiation in their function- 
ing’, according to C. Lovatt Evans (British 
Medical Bulletin, September 1957, 13, 197). It 
has now been shown, however, that there are 
considerable differences in the physiological 
properties and functions of these glands, and 
that ‘even within each type there is not complete 
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uniformity’, for, whereas the eccrine glands are, 
in the main, affected by heat, those in the palms 
and soles respond to mental rather than to 
thermal stress. Sweating has always been re- 
garded as a ‘cholinergic sympathetic phenom- 
enon’, but tests have shown that although 
sympathectomy may abolish eccrine sweating it 
does not abolish sweating of the apocrine glands 
in the axilla. There is, in fact, ‘no evidence that 
the apocrine glands are supplied with secretory 
nerves of any kind. . . . The only influence 
which the sympathetic system exerts on them is 
an indirect one effected through changes in the 
local circulation’. 


The Drug Treatment of Athetosis 

IN a review of the present position concerning 
the treatment of athetosis, John Lorber (Spas- 
tics’ Quarterly, September 1957, 6, 10) found 
that although ‘at present physiotherapy and or- 
thopzdics are still the main line of treatment’, 
reports show that there is hope ‘that the effective 
medical treatment of athetosis is perhaps not too 
far away’. ‘Very favourable results’ had been 
reported with primidone, in a dosage of about 
50 mg. daily, in the treatment of children with 
cerebral palsy, including several with athetosis. 
Some authors had found reserpine, 0.25 mg. 
daily, to be helpful, ‘especially in allaying ten- 
sion and tremor’. With chlorpromazine ‘some 
improvement in behaviour and confidence’ had 
been reportéd in the treatment of children with 
various forms of cerebral palsy, ‘but several 
made similar improvement on the placebo’. 
‘Pronounced and immediate’ good effects had 
been noted in 25% of patients treated with 
troxidone, 0.3 to 0.6 g., but it is emphasized that 
this drug ‘has many toxic effects, including 
agranulocytosis’ and that frequent blood counts 
are necessary during its administration. The 
necessity for strict control in evaluating the 
effect of any drug in these cases is shown by 
Lorber’s own experience in a controlled trial of 
benzhexol hydrochloride (‘artane’) in 11 athetoid 
children. A 13-year-old boy made ‘dramatic im- 
provement’ when receiving inert tablets. When 
receiving the drug itself he was among several 
children who showed severe toxic symptoms 
soon after taking the tablets, although dosage did 
not exceed 2 mg. daily, and when treatment was 
stopped he reverted to the same state as he was 
in before the beginning of the trial. Although 
this drug ‘did not objectively improve any athe- 
toid children’, the fact that it did produce 
‘albeit unpleasant symptoms in athetoid but not 
in spastic children, suggests that here we have a 
drug which is capable of influencing the athetoid 
state and that perhaps in different dosage or in 
a few selected individuals it might be of help’. 
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REVIEWS OF BOOKS 


The Principles of Gynecology. By T. N. A. 
JEFFCOATE, M.D., F.R.C.S.ED., F.R.C.O.G. 
London: Butterworth & Co. (Pub- 
lishers) Ltd., 1957. Pp. viii and 696. 
Figures 436. Price 75s. 

PROFESSOR JEFFCOATE has produced a textbook 

which will set a new standard and is sure to 

establish itself. In his preface, the author says 
that he has written for the more intelligent type 
of student. In fact, this book will prove a large 
one for the reader, but if he acquires it he will 
have a friend for life. For Professor Jeffcoate 
writes from experience and is willing to express 
his views in a fresh and straightforward fashion. 
In effect, from time to time he metaphorically 
takes the reader by the elbow and says ‘now 
come along and see this condition with me and 
let us discuss it’. Thus it will be that many prac- 
titioners will buy this book and profit enor- 
mously from it. It gives an up-to-date survey of 
the practice of gynecology at the present time. 

It is not hampered by merely an operative 

approach. It is excellently illustrated, and reads 

easily and well. Both author and publishers can 
be congratulated on a first-class work., 


Everyday Pediatrics. By B. GANS, M.D., 
M.R.c.P., and L. I. NORMAN, M.B. 
London: Faber and Faber Ltd., 1957. 
Pp. 216. Price 12s. 6d. 


TextBooks of pediatrics have become so big 
that except for reference at leisure they must 
be almost useless to the busy family doctor. 
This admirable little handbook deserves a wide 
welcome. The first part of the book gives a 
straightforward, self-confident account of every- 
day pediatric problems; the distinction between 
what may safely be treated at home and what 
must go to hospital is clearly drawn. Part two, 
‘The Child and the Community’, is equally 
useful: an outline of the child’s rights as a 
citizen; what may be done for him if he lacks 
the love of parents, or the use of his limbs or 
special senses, or if he is of less than average 
intelligence or more than ordinarily delinquent. 

The authors’ deliberately dogmatic treatment 
of their subject is itself a protection against the 
dangers of oversimplification. The advice given 
is always clear and can safely be followed but 
the reader will often be stimulated to look else- 
where for alternative views. This is not a text- 
book but it does what no modern textbook of 
pediatrics seems to do: it reveals the essential 
simplicity of nine-tenths of the subject. Where 
a big book may diminish a doctor’s confidence 
this little book should inspire it. With ‘Everyday 
Pediatrics’ at his elbow no general practitioner 


need feel that he never knows where he is with a 
sick child. 


Artificial Limbs in the Rehabilitation of the 
Disabled. Edited by R. LANGDALE 
KELHAM, 0O.B.E., F.R.C.S. London: H.M. 
Stationery Office, 1957. Pp. vii and 188. 
Figures 58. Price 20s. 

Tuts is essentially a handbook for the limb- 

fitting surgeon although it will be most useful 

as a guide to those surgeons who are sufficiently 
interested in the after-care of patients upon 
whom they have performed amputations to wish 
to indicate points in prosthetics or to check en ~ 
the limbs that have actually been supplied. No 
attempt is made to advise upon surgery, but 
considerable space is allocated to both the 
psychological and physical approach to post- 
operative care and vocational resettlement. 

Unfortunately, the most important step in pre- 

vention of the very serious sequel of knee- 

flexion contracture—immediate postoperative 
splintage for ten days—is omitted. The only 
clinical section refers to a few of the ills to which 

a stump is liable and it is a pity that the mis- 

nomer ‘sebaceous adenoma’ for hypertrophic 

sebaceous retention cyst is still retained. The 
main part of the book describes and catalogues 
the various types of artificial limbs at present in 
use in this country. Some types, which should 
be obsolete, are still described uncritically. The 
worst feature of Roehampton artificial limbs for 
many years has been the complete absence of 
any sort of fit between the below-knee sockets 
and the stump, and this failure has been per- 
petuated in the statement that ‘it is necessary to 
add plaster to the male cast at certain sites to 
reproduce the requisite shape’. It is not sur- 
prising that ‘During the years 1920-1930” (the 
latter figure should surely read ‘1957’) ‘it was 
very unusual to see a below-knee limb wearer 
who did not exhibit some adventitious bursz’. 
The appearance of this volume cannot be 
allowed to pass without a further plea for the 
elimination of that dreadful word ‘amputee’. 
But worse appears in the text: ‘ .. . the 
amputating hospital’ and ‘ . . . the recently 
amputated patient’. What opportunities for the 
cartoonist and the lampooner! Copyright of the 
book is vested in the Crown, but it contains, 
without acknowledgement, several illustrations 
which have already been published elsewhere. 

References are only seven in number and appear 

usually as footnotes, though sometimes in the 

text, and some authorities are quoted without 

references. There is no index, but a full table 

of contents partially offsets this omission. 
Whilst it is easy to criticize, it must be clearly 
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emphasized that this book contains a great deal 
of valuable information and represents a tre- 
mendous amount of work and unparalleled 
experience which has not hitherto been presented 
in this compact form. Roehampton has long 
been the Mecca of limb-fitting and now at last 
we have its Koran. And its prophet is, of course, 
Langdale Kelham. ° 


The Treatment of Burns. By Curtis P. 
ARTZ, M.D., F.A.C.S., and Eric REIss, 
M.D. Philadelphia and London: W. B. 
Saunders Co. Ltd., 1957. Pp. xii and 250. 
Figures 105. Price 52s. 6d. 

DwrincG the past two decades the literature on 
burns has been profuse and, to those called 
upon only occasionally to treat such injuries, 
at times confusing. Such confusion has often 
been the result, of oversimplification of a com- 
plex problem arid, not infrequently, unwarranted 
dogmatism. There was room for a critical 
review of many of our concepts and a succinct 
exposition of the present state of our under- 
standing of the physiological and pathological 
processes which occur in burns and determine 
present treatment. This book fills the need 
admirably. The authors speak with authority 
derived from intensive experience of the Burns 
Research Unit, Brooke Army Hospital, and, 
equally important, from intimate familiarity 
with the work of most Burns Centres in Europe 
and the United States. Their avowed aim is two- 
fold: to furnish a guide to treatment in accord- 
ance with present-day knowledge and to present 
details of management which they personally 
have found satisfactory. 

The approach is essentially clinical. After 
chapters on general immediate care and dis- 
posal, initial fluid replacement therapy and 
initial local care there follows detailed dis- 
cussion on the management and grafting of deep 
burns. The chapters on infection and nutrition 
suffer from unavoidable condensation but pro- 
vide a readable summary of current views. 
Perhaps the most useful feature for many readers 
will be the wealth of practical detail throughout 
the book but especially in the sections on the 
care of burns in different areas of the body and 
on anesthesia and nursing care. There must be 
few, even among those experienced in the care 
of burns, who will not find something new here. 
The value of the book is enhanced by the 
excellence of the line drawings and photographs. 

Whilst there are minor points on which one 
might differ with the authors, the book as a 
whole presents current practice in the manage- 
ment of burned patients in units adequately 
equipped to do so and is one which should 
certainly be in the hands of all who may be 
called upon to deal with burn casualties. 
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An Introduction to Psychopathology. By 
D. Russet Davis, M.D., M.R.C.P., D.P.M. 
London: Oxford University Press, 1957. 
Pp. vi and 388. Price 30s. 

Tue Reader in Clinical Psychology at Cam- 
bridge has produced, as one would expect, an 
informed book of how modern psychology bears 
on clinical problems, and he has many critical 
things to say of some of the claims made. His 
book is packed with facts and references, and 
produced in a very different way from the usual 
psychiatric manual. He forswears neither 
genetics nor schools of psychotherapy, but 
presents both and much else with refreshing 
critical vigour. If one may complain that no one 
subject is taken as far as one would like, or that 
several disease syndromes are not described at 
sufficient length, there is a simple reply. Dr. 
Russell Davis has been at pains to stimulate 
inquiry. In this he has succeeded well. We may 
not find here an answer to all our questions. 
We shall find references and pointers. The 
author is like the Swiss hotelier: he stimulates 
his guests’ excursions, delighted with the ex- 
periences with which they return. He has an 
illuminating way of presenting many facets of 
psychiatry. Some of his writing on methods of 
treatment is partjcularly fresh. 


An Atlas of Muscle Pathology in Neuro- 
muscular Diseases. By J. G. GREENFIELD, 
M.D., G. M. Suy, M.p., E. C. ALVvorp, 
Jr., M.p. and L. Berc, M.p. Edinburgh: 
E. & S. Livingstone Ltd., 1957. Pp. ix 
and 104. Illustrations go. Price 45s. 

THE increasing use of biopsy examinations in 

the clinical investigation of neuromuscular 

diseases has created a need for some systematic 
atlas of the histological abnormalities that may 
be encountered. The present short, but 
copiously and finely illustrated, monograph 
serves a need that many surgical pathologists 
must have felt, and will enable them to record 
their observations at least more systematically 
than formerly, even if they may not yet be 
able always to suggest some clinical diagnosis. 
The monograph falls into two parts. In the 
first, the authors provide a brief review of the 
structure of normal muscle as seen with con- 
ventional staining methods and light microscopy 
and follow this with a series of short chapters 
that contain descriptions of the more common 
abnormalities that may be found in disease. In 
these accounts, they have avoided much of the 
terminology of general pathology—a decision 
that itself gives evidence of the long neglect of 
this specialized group of cells by experimental 
pathologists. In the second part they have 
tentatively advanced a synoptic grouping of 

















REVIEWS 


neuromuscular diseases. Since they recognize 
that it is premature yet to attempt any classi- 
fication on a firm foundation of etiology and 
pathogenesis, the authors have developed one 
based upon such clinical considerations as 
familial incidence, age at onset, proximal or 
distal distribution, degree of wasting and 
severity of weakness. Although it is clear that 
such a descriptive grouping can have only 
temporary value, none the less it provides a 
useful schema until—possiblv with the addition 
of correlative functional and biochemical studies 
—a more fundamental nosological analysis can 
be made. 

Whilst the book will be of interest to the 
experts, it will find its greatest use in general 
surgical histological laboratories to which muscle 
biopsy specimens are coming in increasing 
numbers. Pathologists generally will be grateful 
to the authors for this convenient atlas—not 
least for the many beautifully produced illus- 
trations which it contains. 


Alcoholism: A Treatment Guide for General 
Practitioners. By DoNnaLtp W. Hewitt, 
M.D. Philadelphia: Lea & Febiger; 
London: Henry Kimpton, 1957. Pp. 112. 
Price 22s. 6d. 

Alcoholism. Edited by HAROLD E. Himwicu. 
Washington, D.C.: American Associa- 
tion for the Advancement of Science; 
London: Bailey Bros. & Swinfen Ltd., 
1957. Pp. viii and 212. Illustrated. 
Price 52s. 

Dr. Hewitt is chief medical adviser to the 

Charity Alcoholic Rehabilitation Centre, Los 

Angeles. This small book sets out to provide a 

treatment guide for general practitioners on the 

subject, but it is written in a way that decreases 
rather than stimulates an interest in the sufferer 
and even the disease. Chapters on how to diag- 
nose an alcoholic and how to understand him 
precede a rather inadequate description of 
therapy in current vogue. There is, however, 
much-needed advice for the practitioner in the 
dangerous matters of prescribing barbiturates 
for the alcoholic, and the all-too-often en- 
countered substitution of addiction to ‘tran- 
quillizer’ and ‘pick-me-up’ drugs which the 
family doctor may initiate with the best inten- 
tions and disastrous results. The chapter on 
advice to the alcoholic’s near associates is the 
soundest part of the book; but, all told, the 

British doctor will not find it altogether his vade 

mecum. 

The second book is the series of papers 
presented at a symposium held under the 
auspices of the American Association for the 
Advancement of Science in cooperation with the 
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American Psychiatric Association and _ the 
American Physiological Society at Atlanta, 
Georgia, in December 1955. The contents are 
arranged under the headings ‘Basic Aspects’ and 
“Treatment’. The half of the book on treatment 
is valuable in its report on the use of the newer 
drugs in the disease. A remarkable study of a 
community of ‘Skid Row’ alcoholics reads like a 
story by Steinbeck and marks the differences 
between North American conditions of life and 
our own. Ruth Fox stresses the point that one 
alcoholic is no other alcoholic, that widely 
different types of personalities may be afflicted 
by the disease, that there can be no over-all 
treatment of alcoholism, and that failures to 
achieve sobriety may reflect inadequacy not of 
the patient but of the treatment. 


Sir George Buckston Browne. By Jessie 


DosBson, B.A., M.Sc., and Sir CEcIL 
WAKELEY, K.B.E., C.B., F.R.c.S. Edin- 


burgh: E. & S. Livingstone Ltd., 1957. 
Pp. viii and 143. Figures 28. Price 25s. 
Tuts is the Buckston Browne whom many of his 
fellow-surgeons will remember with affection: 
an old-world figure, carefully dressed, walking 
slowly but erect, courteous in manner, short of 
sight but long in memory, yet when he spoke at 
the surgical dinners that he had founded and 
loved to attend, speaking with the apt phrase, 
the clear diction, and the certainty of a much 
younger man. They will find this biography a 
fascinating one, telling as it does in delightful 
narrative of a gallant and successful fight, and 
recalling the great figures and the atmosphere of 
a consultant practice and of a surgery that are 

now almost forgotten. 

George Buckston Browne’ was the most 
brilliant student of his time at University 
College. He could have done anything in surgery 
(indeed in his own line he did everything) but 
with characteristic self-confidence he accepted, 
against the advice of others, the offer of Sir 
Henry Thompson, a brilliant and successful 
surgeon but an unattractive employer, to work 
as his private assistant. Doing so he abandoned 
all hope of a Fellowship, a university degree, 
and a hospital post, but he made a name and a 
fortune as the best urologist of a very long 
epoch. 

Buckston Browne had no rival in the use of 
the catheter and the lithotrite. His help was 
constantly sought by other surgeons who had 
tried and failed. In addition to his great ex- 
perience and uncanny skill he had two great 
assets: his transparent honesty, and his con- 
scientious devotion to his patients. For thirty- 
five years he never took a holiday. He put his 
patients into a number of small nursing homes 
grouped round his house in Wimpole Street 
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where they were looked after by nurses trained 
by him, and where he visited them, if necessary, 
several times a day. He locked up these homes 
at night, and went round himself first thing in the 
morning, with a bunch of keys, to unlock them. 

As a charming picture of medical London in 
the reign of Victoria, and as the record of a man 
to whom British surgery owes much, this book 
will be welcomed by every surgeon. 


NEW EDITIONS 
Gout, by John H. Talbott, M.p., in its second 


edition (Grune and Stratton Inc., $6.75) is a 


‘re-write’ of his ‘Gout and Gouty Arthritis’ 
published in 1953 and bears much of the stamp 
of his earlier works, being an up-to-date review 
of the literature, coupled with many personal 
observations and frequent illustrative case- 
histories. The reproduction of the radiographs 
is excellent, though the captions are perhaps a 
little lengthy. The subject-matter is concise. 
There is a good section on the historical aspect 
and considerable thought is devoted to the 
important aspect of heredity. 


Combined Textbook of Obstetrics and Gynecology, 
edited by Dugald Baird, M.D., D.P.H., F.R.C.O.G., 
in its sixth edition (E. & S. Livingstone Ltd., 
95s.), is less conventional than many in com- 
bining both obstetrics and gynecology into one 
volume. It makes a rather large volume of some 
goo pages and perhaps the marriage of the two 
subjects is one more of convenience than of the 
heart. But in general its purpose is achieved 
remarkably well and succeeding editions get 
better and better. It is a standard book which 
could well be bought by any practitioner to read 
through, dip into, or use for reference. This 
edition has been brought right up to date and 
testing it for all important subjects failed to 
reveal omissions. This book has always been 
noted for a very balanced, indeed judicial, 
approach to topics needing discussion and where 
details of treatment need to be given these are 
always stated clearly and are backed up by good 
illustrations. The editor, his co-authors, and the 
publishers are to be congratulated on a first- 
class joint effort. 


A Pocket Obstetrics, by A. C. H. Bell, M.B., 
F.R.C.S., F.R.C.0.G., in its fourth edition (J. & A. 
Churchill, tos. 6d.) is written for general prac- 
titioners, midwives and medical students need- 
ing revision. It deals with the normal and 
abnormal pregnancy, labour and puerperium. 
In addition there is a chapter on obstetric 
operations and another on abnormalities of the 
newborn. It is well laid out with useful headings 
which assist the reader. The subject matter is 
presented to give a bird’s-eye view of obstetrics. 
It fits the pocket both physically and financially, 





and is well worth while if used as the author 
intended. 


Clinical Pathology Data, by C. J. Dickinson, 
B.M., M.R.C.P., second edition (Blackwell Scien- 
tific Publications, 20s.).—First published only 
six years ago, this handy reference book has now 
been extensively revised to include sections 
describing liver and renal function tests, tests 
of adrenal function and porphyria metabolism. 
Dr. Dickinson can well claim to have achieved 
his objective—of writing a reference book 
designed to secure closer liaison between 
clinician and pathologist. The opening section 
describing ‘Unnecessary tests’ needs no apology, 
since most clinicians would agree that this 
section could advantageously be memorized by 
all those responsible for requesting laboratory 
investigations. The practical notes on simple 
tests are thoughtfully selected and described 
clearly in simple language, covering urine 
analysis, simple hemotology, blood grouping, 
skin tests aiid staining methods for bacteriology. 
The index facilitates quick reference, and is an 
excellent example of the manner in which a 
complete index can be compiled in a simple 
manner. This is a most valuable book for prac- 
titioners, resident medical officers and con- 
sultants—published at a very moderate price. 


Fluid Balance in Surgical Practice, by L. P. Le 
Quesne, D.M., F.R.C.S., second edition (Lloyd- 
Luke (Medical Books) Ltd., 20s.).—The first 
edition of this excellent book was very favour- 
ably reviewed by us in 1954. For this edition 
the author has revised the whole text and 
largely rewritten certain sections so that the 
whole work is better balanced. An entirely new 
section dealing with the problems of fluid 
balance in children undergoing surgery has 
been written by Dr. B. W. Webb. Such minor 
criticisms as we made of the original book no 
longer apply since any slight faults have been 
corrected. This is a book which will continue 
to prove of the greatest practical value to sur- 
geons and their resident staff. 





INDEX AND BINDING CASES 

The index to Vol. 179 (July-December 1957) will be for- 
warded to all subscribers with the January issue. Binding 
cases for this and previous volumes are available in green 
cloth with gilt lettering, price «s. each, post free. The 
cases are made to hold 6 copies after the advertise- 
ment pages have been removed; they are not self-binding. 
Alternatively, subscribers’ copies can be bound at an 
inclusive charge of 15s. per volume; this includes the 
cost of binding case and return postage. 





The contents of the January issue, which will contain a 
symposium on ‘ Hormones’, will be found on page Aioo at 
the end of the advertisement section. 





Notes and Preparations see page 743 

Fifty Years Ago see page 747 

Motoring Notes see A87 

Travel Notes i 91 

Annual Report o liege of General Practitioners 
see supplement pages 1-48 














ANNOUNCEMENTS A 75 























NACTON 


COMPOUND I.S. 499 


——© 


a new, long-acting 
INHIBITOR OF GASTRIC SECRETION 














which, when given orally, reduces gastric secretion 
remarkably, and without side-effects 
in full therapeutic doses 


Nacton promises to be of unusual value in the treatment 
of peptic ulcer. One dose every six hours provides 
continuous reduction of acidity. 


f Previously reported as Compound I.S. 499 (Brit. med. J., 
ii, 275, 1957), Nacton is now available on National Health 
Service prescriptions. 





PRESENTATION Jablets each containing 2 mg. 
of (1-methyl-2-pyrrolidyl) methyl benzilate methyl 
methosulphate. Containers of 50, 250 and 1 ,000 tablets. 


LITERATURE AVAILABLE FROM 


Cc. L. BENCARD LTD., PARK ROYAL, LONDON, N.W.10 
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FOR SOUND SLEEP AND CLEAR AWAKENING 


Doriden 


(a-phenyl-x-glutarimide ) 





A General Purpose 


Non-Bapbiturate Hypnotic 


RAPID ACTION (20-30 MINUTES) 


OF MEDIUM DURATION (4-6 HOURS) 


Tablets containing 0.25¢. Doriden are available 


in bottles of 25, 100 and 500 


CIBA 


*Doriden’ is a registered trade mark. Reg. user 


CIBA LABORATORIES LIMITED, HORSHAM, SUSSEX 


Telephone: Horsham 4321 Telegrams: Cibalabs, Horsham 



































NOTES AND PREPARATIONS 


NEW PREPARATIONS 
‘ENGLATE’ is a preparation of theophylline 
sodium glycinate and is intended for the pro- 
phylaxis and treatment of asthma. It is ‘readily 
soluble in water, possesses a very low toxicity 
and is well tolerated’. Available in packs of 50 
tablets, each containing 300 mg. of theophylline 
sodium glycinate (equivalent to 150 mg. of 
theophylline B.P.) and, for children, as a syrup, 
each teaspoonful (4 ml.) of which contains 
120 mg. of theophylline sodium glycinate 
(equivalent to 60 mg. of theophylline B.P.). 
(A. & G. Nicholas Ltd., Slough, Bucks.) 


‘PHENIDEX’ lozenges each contain 2.5 mg. of 
cetyl pyridinium chloride, 0.5 mg. of tyro- 
thricin, and 5 mg. of benzocaine. They are said 
to act ‘with exceptional power’ against most 
organisms that cause throat and mouth in- 
fections, including ‘those of the fungal type 
such as Candida (Monilia) albicans’. Issued in 
cartons containing 18 ‘pleasantly flavoured’ 
lozenges in sealed metal foil strips. (C. L. 
Bencard Ltd., Park Royal, London, N.W.10.) 


‘STREPTOTRIAD’ tablets each contain 65 mg. of 
streptomycin (as the sulphate), 100 mg. of 
sulphathiazole, 100 mg. of sulphadiazine, and 
65 mg. of sulphamerazine. They are indicated 
in the treatment of bacillary dysentery ‘both 
in the acute phase, and to prevent the patient 
from becoming a carrier’ and ‘may also be tried 
for the treatment of symptomless carriers . . . 
and for prophylaxis in those unduly exposed to 
infection’. Supplied in containers of 25, 100 and 
500 uncoated tablets. (Pharmaceutical Speciali- 
ties (Mav & Baker) Ltd., Dagenham, Essex.) 


“TRINURIDE’ tablets each contain 0.2 g. of 
phenylethylacetylurea, 0.04 g. of phenytoin, and 
0.015 g. of phenobarbitone, and are indicated 
‘in all manifestations of epilepsw’, particularly 
grand mal and temporal lobe epilepsy. They 
are said to provide ‘efficient and reliable control 
of fits together with improved mental alertness’ 
and to be ‘singularly devoid of toxicity’. They 
are contraindicated in liver and kidney diseases 
and in leucopenia. Issued in packs of 100 and 
500 tablets. (Bengué & Co. Ltd., Mount 
Pleasant, Alperton, Wembley, Middlesex.) 


“WELLDORM’ tablets each contain 10 grains (0.6 
g.) of dichloralphenazone, which is ‘closely 
related to chloral hydrate, but without its un- 
pleasant taste’. They are ‘valuable for the con- 
trol of excited patients’, are said to induce 
drowsiness within fifteen minutes of administra- 


tion and ‘a quiet, deep sleep quickly ensues’. 
It is stated that they can safely be used for 
children and the elderly. Issued in containers of 
25 and 250 tablets. (Smith & Nephew Ltd., 
Bessemer Road, Welwyn Garden City, Herts.) 


PHARMACEUTICAL NOTES 

Tue Distitters Co. (BriocHEMICALS) LrTp. 
announce the addition of ‘ “distaquaine” V 
elixir forte’ to their range of oral preparations 
of penicillin V  (phenoxymethylpenicillin). 
Issued in 2-ounce bottles (sufficient for 12 
doses). (Broadway House, The Broadway, 
Wimbledon, London, S.W. 19.) 


G.iaxo Lasoratoriges Lp. announce the intro- 
duction of ‘freeze-dried BCG vaccine-Glaxo’. 
If stored below 20° C., this can be kept for at 
least a year. Issued in multi-dose ampoules 
which before use are reconstituted with 1 ml. 
of sterile distilled water or saline solution. 
Available in boxes of 10 ampoules, or in packs 
containing 5 ampoules of vaccine with 5 
ampoules of sterile distilled water. (Greenford, 
Middlesex.) 


NEW APPARATUS 

* “AERO” cosy back thermal corsets’ are lined 
at the back with 100% pure wool ‘doctor 
flannel’ and ‘protect completely the kidney and 
lumbar regions’. They are manufactured of 
‘good quality corset jean’ with elastic insets and 
are so made that no metal parts touch the skin 
of the wearer. (Ambrose Wilson Ltd., Vauxhall 
Bridge Road, Westminster, London, S.W.1, 
price 59s. 6d.) 


ROYAL SOCIETY OF MEDICINE 
THE next meeting of the Section of General 
Practice will be held at 8.15 p.m. on Wednesday, 
December 18, when the subject for discussion 
will be “The Breast in Pregnancy and Lactation’. 
The opening speaker will be Dr. John Sanctuary, 
followed by Dr. Mavis Gunther and Dr. David 
Morris. 


FORTHCOMING CONFERENCES 
Tue Fifth International Congress on Diseases of 
the Chest, sponsored by the American College of 
Chest Physicians, will be held in Tokyo on Sep- 
tember 7 to 11, 1958. Full details may be obtained 
from Dr. Jo Ono, Secretary General, Fifth Inter- 
national Congress on Diseases of the Chest, 
School of Medicine, Keio University, 35 
Shinanomachi, Shinjuku, Tokyo, Japan, or 
from the Executive Director, American College 
of Chest Physicians, 122 East Chestnut Street, 
Chicago 11, Illinois, U.S.A, 
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Children Going into Hospital: Their Preparation 
and Their Needs will be the subject of a one-day 
conference to be held on Thursday, January 23, 
1958, in the Great Hall, B.M.A. House, Tavi- 
stock Square, London, W.C.1, at which the 
opening address will be given by Professor R. S. 
Illingworth. The conference, which has been 
organized by the Central Council for Health 
Education, is intended for chairmen and mem- 
bers of health committees of local health and 
sanitary authorities, medical officers of health 
and their staffs, chairmen and members of 
regional hospital boards and hospital manage- 
ment committees, hospital staff, general prac- 
titioners, and other interested bodies. Full 
details may be obtained from The Medical 
Director, Central Council for Health Education, 
Tavistock House North, Tavistock Square, 
London W.C.1. 


SCHOLARSHIP 

THE National Association for the Prevention of 
Tuberculosis is again offering a Canadian 
Scholarship of £350 to enable a British chest 
physician to visit Canada for three to six months 
in 1958. The candidate will be chosen for his 
power to learn from his Canadian colleagues, 
and his ability to present the best in British 
methods. The tour will be arranged in conjunc- 
tion with the Canadian Tuberculosis Associa- 
tion, and the scholarship holder will probably be 
able to reside free of charge in Canadian 
sanatoria for part of the time. Applications 
should be sent to the Secretary-General, NAPT, 
Tavistock House North, Tavistock Square, 
London, W.C.1, not later than December 31, 
1957. 


FILM NEWS 

La Presse Médicale announce that their ‘annual 
prize for medico-surgical cinema’, comprising 
100,000 Fr. (which may be divided) and various 
other prizes, will be awarded during the last 
session of the course of ‘Actualités medico- 
chirurgicales’ to be held in Paris in March 1958. 
Any 16-mm. film may be submitted, the latest 
date for receipt of entries being February 15, 
1958. Full details may be obtained from the 
Secretariat, La Presse Médicale, 120 Boulevard 
Saint Germain, Paris Vle, France. 


Acidity, Dyspepsia and Peptic Ulcer (16 mm., 
sound, colour; running time 30 minutes) ‘is 
designed to present to general practitioners some 
of the newer information that has been published 
about the factors which underlie dyspepsia and 
peptic ulcer’. The film was produced by Film 
Surveys Ltd. for C. L. Bencard Ltd., and is 
available on free loan from C. L. Bencard Ltd., 
Park Royal, London, N.W.1o. 


Nobecutane—A Plastic Surgical Dressing (16 
mm., colour, sound; running time 23 minutes) 
was produced under the technical direction of 
Professor C. G. Rob. It demonstrates the proper- 
ties of ‘nobecutane’ and shows in detail the 
technique of using the dressing after major 
abdominal surgery. Its advantages from the 
point of view of patient and nursing staff and 
its uses in fields other than surgery are also 
shown. Available on free loan from the Film 
Library, Evans Medical Supplies Ltd., Speke, 
Liverpool 19. 


One Man’s Challenge (16 mm., sound; running 
time 20 minutes) is intended to bring home to 
the public the effects of rheumatism and to 
emphasize the need for intensified research on 
the subject. It shows how the proprietor of a 
small garage gradually becomes crippled with 
rheumatism and, even after years of medical 
treatment, is still unable to move a limb, and 
how ‘with remarkable ingenuity and courage he 
has devised all kinds of gadgets that enable him 
to get about his house, feed himself, and do 
little jobs’. (Empire Rheumatism Council, 
Tavistock House North, Tavistock Square, 
London, W.C.1.) 


DEAF CHILDREN’S SOCIETY 

Tuts year the Deaf Children’s Society Christ- 
mas card has as its subject the reproduction of a 
detail from “The Holy Family’ by Michelangelo, 
produced to give the effect of an old etching on 
antique parchment. Available in packets of six 
cards and one block of six attractive gummed 
seals, price 3s. 6d., from the Deaf Children’s 
Society, 1 Macklin Street, Drury Lane, London, 
W.C.z2. 


DISTRESSED GENTLEFOLKS’ AID 
ASSOCIATION 
PROBABLY the hardest hit section of the com- 
munity at the present day, and the one which 
benefits least from the modern Welfare State, 
is that which has to subsist on small fixed 
incomes. These unfortunate Darbys and Joans 
are almost entirely dependent upon voluntary 
help and in providing this assistance the Dis- 
tressed Gentlefolks’ Aid Association is playing 
an outstanding part. The recently published 
diamond jubilee annual report of the Association 
shows that 310 permanent pensions and 490 
temporary grants are being paid, whilst 496 
people in other nursing homes are getting help 
towards the fees. pending admission to one of 
the Association’s homes. There are already five 
such homes: four nursing homes and one resi- 
dential home. To help to reduce the long waiting 
list of applicants, a house has been provided for 
a residential home in Exeter, and a site has been 
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NTYL 


for more 
complete medical treatment 
of peptic ulcer 


ANTISPASMODIC 
To reduce ulcer pain and to 
delay stomach emptying, so 
assisting antacid action. 


ANTACID 

To neutralise excess acid. The 
antacid component of ‘Kolantyl’ 
is virtually ideal; rapid and 
prolonged in action, neither 
laxating or constipating. 


ANTILYSOZYME 

To inhibit excess lysozyme, 
which is believed to be a factor 
in the aetiology of peptic ulcer. 


DEMULCENT 

To ensure ingredients adhere to 
mucosal surfaces and to assist 
in protecting the ulcer crater. 
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G.P. conditions with every prospect 
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Formula 
Each tablet or 10 c.c. of Gel contains: 


*Merbentyl’ (diethylaminocarbethoxy- 
bicyclohexyl hydrochloride) 5 mg. 
Dried Aluminium HydroxideGel400mg. 


Heavy Magnesium Oxide ...... 200 mg. 
Sodium Lauryl Sulphate ...... 25 mg 
Methylcellulose ...........ssss00+ 100 mg 


| World (1955) 82: 379 | 
Gel 
Bottles of 12 fl. oz. 
Tablets 
Cartons of 48 and 240 tablets in roll 
packs of 12. 
Dosage 
1 to 2 tablets (2 to 4 teaspoonfuls of 
Gel) 3 or 4 times a day. 





Merrell 
Research 


*Kolantyl’ and ‘Merbentyl’ are registered 
trade marks of the Wm. S. Merrell Co. 


Distributed in Great Britain and 
Republic of Ireland by 


RIKER LABORATORIES LTD. 


LOUGHBOROUGH, LEICS. 
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A NEW PRODUCT FOR PEPTIC ULCER 


In Tral, Abbott introduces a convenient 
new anticholinergic that is: 
Potent enough to block hypersecretion 














and hypermotility in peptic ulcer. 
Selective enough to avoid the side effects 
resulting from unwanted anticholinergic 
action outside the gastro-intestinal tract. 
Safe enough to permit the broad range of 
dosage so necessary if therapy is to be 
truly individualized. 


(He rocyclium, Abbott) 





4 


More than 1,000 clinical trials have shown that Tral is not only adequate 
in its antisecretory-antimotility effects, but has perhaps the most highly 
specific post-ganglionic cholinergic blocking effect of any drug yet de- 
veloped — at least to the degree that side effects have been strikingly 
fewer and milder than normally expected from anticholinergics, 


It is supplied as Filmtab Tral (25 mg.) in bottles of 100 tablets. 


Uftctt LABORATORIES LTD: LONDON 














NOTES AND PREPARATIONS 


bought in Kensington for a London home which 
will accommodate 42 patients in need of con- 
stant nursing care. Copies of the annuai report 
can be obtained on application to the Secretary, 
Distressed Gentlefolks’ Aid Association, 10 
Knaresborough Place, London, S.W.3. 


GENERAL PRACTICE IN BRITAIN 
Dr. H. C. FAuLKNeEr, 55 Russell Square, Lon- 
don, W.C.1, writes:— I am engaged in collect- 
ing material for a book on the organization of 
general practice in Britain. | would be most 
grateful if any of your readers who have un- 
published material on the content and organiza- 
tion of family doctoring in the early part of the 
century would be kind enough to lend it to me. 
I particularly require material on the work of 
the contract practices and other forms of local 
organization of medical care before 1911. 
Diaries or letters of G.P.s of this period would 
be especially useful. All material will be looked 
after most carefully and returned as soon as 
copies have been made. 


STUDENT TUBERCULOSIS CENTRE 
IN our September issue (p. 342) we reported 
that the British Student Tuberculosis Founda- 
tion was taking over Mottingham Hall, in the 
grounds of Grove Park Hospital, London, 
S.E.12, as a national centre for tuberculous 
students. The cost of converting and extending 
the Hall, including furnishing and equipment, 
will be about £40,000, and the Foundation is 
appealing for financial assistance in raising this 
sum. Donations should be sent to the Founda- 
tion’s office, 59 Gloucester Place, Portman 
Square, London, W.1. 


PARENTHOOD BY PROXY 

‘IN our clinical work we see too many children 
whose care has been devolved by parents upon 
the grandparents, who are often ill-qualified by 
age or health or dogmatism to give the children 
an ideal upbringing. It happens particularly 
when mother goes out to work, both parents, 
perhaps, plunging into industry on different 
shifts, leaving their child to the grandmother, 
with ostrich-eyed indifference to the youngster’s 
emotional unfolding. It happens with over- 
crowded households, in which a number of 
aunts may confuse the child’s developing re- 
lationships. Too many grandmothers retain the 
firstborn child after the young parents secure 
their own house, and the parents dare not risk a 
domestic rumpus by claiming their offspring 
back from the possessive old lady’.—Dr. C. C. 
Harvey, pediatrician to the County Council of 
the West Riding of Yorkshire, in the annual 
report of the county medical officer for 1956. 
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TELEVISION THROMBOSIS 

Two cases of major venous thrombosis in the 
leg with pulmonary embolism, and one of 
femoral artery thrombosis, due to sitting in an 
awkward position while viewing television, are 
reported by M. Naide (¥. Amer. med. Ass., 1957, 
165, 681). All three patients recovered, but in 
the patient with femoral artery thrombosis, a 
woman aged 39, the femoral pulse was still 
absent when she was last seen. It is recommended 
that ‘television viewers should get up and move 
about at least once an hour, in addition to 
moving the legs frequently’. Further, ‘girdles 
and other tight garments should be removed 
before prolonged television viewing’. 


DOCTORS’ CALLIGRAPHY 
Docrors’ prescriptions are traditionally illegible, 
but the following example, reproduced recently 
in ‘Prescribers’ Notes’ would take a lot of 
beating :— 


Apparently what the doctor in question actually 
ordered was :— 


R Mist. Morph. et Ipecac. § xii 
Linct. Scill. Opiat. iv 
Lin. Alb. 5 iv 


DRUG ADDICTS 
THERE are 333 drug addicts (163 men and 170 
women) in the United Kingdom, according to 
the Government’s report for 1956 to the United 
Nations. Included among these are 77 doctors, 
2 dentists and 20 nurses. It is stated that ‘no 
occupational groups of significance have come 
to notice but a small number of dance band 
musicians are krown addicts’. The quantity of 
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cannabis confiscated by H.M. Customs was 
114.1 kg.—an increase of 32 kg. over 1955. 


DEATHS FROM INFECTIOUS DISEASES 
ACCORDING to a report issued by the World 
Health Organization, the mortality from in- 
fectious diseases in 28 countries and territories 
comprising 564 million people (one-sixth of the 
world’s population) decreased by 50% between 
1950 and 1955. The largest reduction was in 
deaths from whooping-cough (63% less), whilst 
tuberculosis continued to be the main cause of 
death in this category. 


‘ORANGE DRINKS’ 

CONCERN has been expressed at the possible 
harmful consequences of the increasing sale of 
bottled orange drinks being purveyed by various 
milk-distributing firms. An analysis of these in 
Northamptonshire indicates that their content 
of vitamin C is negligible. In his annual report 
for 1956, Dr. C. Milliken Smith, the medical 
officer of health for Northamptonshire, states 
that analyses of a sample of ‘orange drink’ and 
two samples of ‘fresh orange drink’ as delivered 
in one-third pint bottles by dairymen gave a 
vitamin C content of less than 0.1 mg. per fluid 
ounce, compared with a concentration of 73 and 
70 mg. per fluid ounce in two samples of the 
concentrated orange juice obtainable under the 
National Health Service. These figures are very 
similar to those reported from Leamington last 
year: 0.06 mg. per fluid ounce in a beverage 
labelled ‘fresh orange drink’ and 62 mg. per 
fluid ounce in the National Health Service 
preparation. 


CHRISTMAS GIFTS 
Tue following is a selection of some recently 
published books which would make admirable 
Christmas presents :— 


The Sea My Surgery, by Dr. Joseph Maguire, 
who has recently resigned from the post of chief 
medical officer of the Cunard line, provides a 
fascinating picture of life at sea. Dr. Maguire has 
spent thirtyyears as a ship’s doctor, the last fifteen 
on the Queen Elizabeth and the Queen Mary. From 
this unique experience his discriminating eye 
and Irish humour have selected a kaleidoscope 
of life which no discriminating reader can resist. 
(William Heinemann, price 16s.) 


Life on One Leg, by Tom Scott Sutherland, 
is the autobiography of one of those ‘worthies’ 
in whom Aberdeen seems to specialize. Both the 
title and the author are known to readers of The 
Practitioner. Written with a zest and a verve 
that even the most recalcitrant Sassenach will 
find difficult to resist. the author tells his life 
story with a frankness and a sense of humour 


that are matched by his racy style. Equally suc- 
cessful as an architect and a business man, he 
demonstrates convincingly how it is possible to 
make money and yet remain happy. (Christopher 
Johnson, price 16s.) 


Scalpel, by Agatha Young, is a history of 
surgery from Vesalius to the present day, woven 
round the lives of the great names in surgery. It 
is primarily a book for the layman, and would 
make an excellent gift for a senior school boy or 
a medical student. As is perhaps inevitable in a 
book from the other side of the Atlantic, 
America’s contribution to surgery is emphasized, 
but the easy stvle in which it is written makes it 
an admirable introduction to the subject. 
(Robert Hale, price 2is.) 


Louis Pasteur, by Nesta Pain, is the latest 
addition to the ‘Lives to Remember’ series of 
biographies for children, and well maintains the 
high standard of the series. Technicalities are 
simplified without loss of accuracy, and through- 
out the whole story the personality of Pasteur is 
never obscured. Equally important in a book for 
children, adulation is never carried to the extent 
of obscuring the human frailties of the great 
Frenchman. It is a model of how such a book 
should be written. (A. & C. Black, price 6s. 6d.) 


Hospital in the Bush, by Dr. E. W. Doell, is 
a sequel to the author’s ‘Doctor Against Witch 
Doctor’. It is the story of how the author 
planned and developed a hospital for natives in 
the Central African Federation. As a guide to 
the understanding of the African it deserves the 
widest possible circulation, but it can also be 
wholeheartedly recommended as a fascinating 
picture of life among a primitive community. 
His vignettes of native life are penetrating and 
always understanding. (Christopher Johnson, 
price 18s.) 


OFFICIAL PUBLICATIONS 

Survey of the Services available to the Chronic 
Sick and Elderly 1954-1955 {Reports on Public 
Health and Medical Subiects No. 98), by C. A. 
Boucher, O.B.E., D.M., is a comprehensive 
review of the subject which will be of interest 
and value to all general practitioners. (H.M. 
Stationery Office, price 3s.) 


The Welfare Needs of Mentally Handicapped 
Persons is the report of a committee of the 
Scottish Advisory Council on the Welfare of 
Handicaz ped Persons. Originally issued only to 
local authorities and voluntary bodies, it proved 
of such interest to parents and others concerned 
with the welfare of the mentally handicapped 
that it has now been printed for general sale. 
(H.M. Stationery Office, price 1s. 3d.) 
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ROUTINE URINE TESTS 


— Reliable, quick, no external heating — 


For ALBUMIN_________- ‘ALTEST 


reagent tablets 


ea Ms rw cal ‘OCCULTEST 


reagent tablets 


ror GLUCOSE _____ ‘GLINISTIX 


reagent strips 


For BILIRUBIN ________- ICTOTEST 


reagent tablets 


foe Trees —...--._ ‘ACETEST 


reagent tablets 


... and, of course, for reliable estimation of 


Pe ce ‘GLINITEST 


reagent tablets 
Range of six simplified urine tests for General Practitioners, hospitals, 
clinics and laboratories. 
Please write for illustrated leaflet and references. 
© Acetest’ and ‘ Clinitest’ are available under the N.H.S. on Form E.C.10 
* Trade Marks 
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The new 
complete treatment 
for migraine 


ORGRAINE 


Action 


Composition (per tablet 





In a recent clinical article (J.A.M.A., 1957, 163, II15) 
it was stated that in a series of 2,511 cases in which 28 
agents were tested in the symptomatic treatment of 
migraine, ergotamine tartrate was proved to be the most 
useful drug—-and 81°. of the patients showed improve- 
ment when ergotamine tartrate and catreine were 
compounded with belladonna alkaloids. 
Orgraine applies the same successful principles of 
treatment, 
packs: Tablets individually foil-stripped, 

in boxes of 10 and 100. 


& RGANON LABORATORIES LTD. 
BRETTENHAM HOUSE, LANCASTER PLACE, LONDON, W.C.2 
Telephone: TEMple Bar 6785/6/7, 0251/2/3, 1942/3 Grams: Menformon, Rand, London. 
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‘O praise me not the country—The meadows green and cool, The solemn glow of sunsets, the 
hidden silver pool !’—Christopher Morley. 
DECEMBER 1907 


“THE common belief that our country districts 
are delightfully healthy will be rudely shaken 
by a perusal of the “Return of the Medical 
Officers of Health and Inspectors of Nuisances 
in the Rural Districts of each County in 
England and Wales’ ’. According to ‘Notes by 
the Way’, “The Return shows that there are only 
four single rural districts, of which the Medical 
Officer of Health gives his whole time to the 
duties of his office, that an exceedingly large 





William Henry Battle, F.K.U.5. (1555-1930) 


proportion—roughly, five out of seven—are 
engaged in private practice, and that roughly 
six out of seven Inspectors of Nuisances hold 
other appointments, or follow some private 
occupation. One of these inspectors is a master 
smith, and a poultry fancier and dealer; another, 
in a district of nearly 60,000 acres, with a 
population of over 14,000, is a Highway Sur- 
veyor, Inspector under Petroleum Acts, Col- 
lector to Board of Guardians, Vaccination 
Officer, Registrar of Births, Deaths, and 
Marriages, and Collector of Income Tax. It 
would not be surprising if an occasional un- 


wholesome dwelling, or a polluted well, escaped 
the notice of these gentlemen . . . In these 
circumstances, it is not surprising to find that 
nuisances exist, which might sing, like Tenny- 
son’s brook, “‘Men may come and men may go, 
but I go on for ever’ ’. 

Under the heading “The Disguises of Aspasia’, 
the Editor writes: “The science of advertising 
has of late years made such rapid strides that, 
as a system, it might be said to have almost 
reached perfection. With good, wholesome, 
bold advertisement we have no quarrel, but we 
think that the growing tendency te put laudatory 
matter into an advertisement, which appears in a 
respectable journal, and then to announce it, in 
subsequent advertisement, as the publicly- 
expressed opinion of that journal, is one to 
which serious objection has recently been rightly 
taken. Still another scandal . . . is the insertion, 
in respectable mediums for advertising, of what 
we may term a veiled advertisement. The action 
of local authorities in driving Aspasia, and her 
more shameless followers, from off the public 
streets, has led, amongst other devices, to a 
system of disguise. Hence it happens that, 
included among the advertisements of nursing 
homes, and institutions for massage, etc., are 
advertisements of places in which Aspasia revels 
uncontrolled. We would respectfully urge upon 
all medical practitioners, when recommending 
a patient to go to a nursing home, or to take a 
course of massage or similar treatment, to 
include, in that recommendation, the name of 
such an establishment as is altogether above 
suspicion. It is intolerable that Aspasia should 
adopt as a disguise one of the noblest callings, 
to which her purer sisters can devote them- 
selves’. Aspasia was a courtesan of Athens and 
mistress of Pericles. 

The opening article this month, ‘Remarks on 
Appendix Abscess’, is by William Henry Battle, 
F.R.C.S., Surgeon to St. Thomas’s Hospital. 
One of the eighteen children of a wholesale 
chemist, Battle was born in 1855, studied 
medicine at St. Thomas’s, took the F.R.C.S. in 
1880, and became assistant-surgeon in 1891, full 
surgeon in 1900, and consulting surgeon in 
1925. He died in 1936, aged 81. An excellent 
diagnostician, a neat operator, and a fine teacher, 
he wrote in 1904, in collaboration with E. M. 
Corner “The Surgery of the Diseases of the 
Appendix Vermiformis and their Complica- 
tions’. ‘Battle’s incision’ for removal of the 
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appendix was first reported at a meeting of the 
Clinical Society of London on November 22, 
1895. In the United States it is usually called 
‘Kammerer-Battle’s incision’. For a short time 
after qualifying he was in general practice in 
Putney, and there was little doubt that much of 
the understanding of the difficulties of general 
practitioners which he showed in later life was 
the result of this personal experience to which 
he always referred with pleasure. 

Frank E. Tavlor, M.D., F.R.C.S., M.R.C.P., 
Physician for Diseases of Women to the North- 
West London Hospital, and Pathologist to the 
Chelsea Hospital for Women, describes “The 
Formation of a “Fundal’” or “Suspensory” 
Ligament after Hysteropexy, and its Dangers’. 
A voluminous writer who combined literary 
skill with originality, Taylor was for many years 
director of the Review of Current Literature in 
the Journal of Obstetrics and Gynecology of the 
British Empire. 

Russell Howard, M.S., F.R.C.S., Surgeon to 
Out-Patients, Royal Waterloo Hospital; Assist- 
ant Demonstrator of Anatomy, London Hos- 
pital Medical School, deals with ‘Malignant 
Disease of the Testis: a Clinical Study of 57 
Cases’; Duncan C. L. Fitzwilliams, Ch.M., 
F.R.C.S., Casualty Officer, The Hospital for 
Sick Children, Great Ormond Street, writes on 
‘Suppuration in the Region of the Pharynx’; and 
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Bernard Myers, M.D., C.M., contributes a note 
‘On the Necessity of Caution in Diagnosing 
Hysteria’. 

‘Notes from Foreign Journals’ mention 
Chandéze’s ‘simple method of treating’ plantar 
hyperidrosis (‘this noisome affection’): ‘swab- 
bing the feet with a 5 per cent. solution of 
picric acid in absolute alcohol. It is based upon 
the keratogenous and analgesic properties of 
picric acid as exhibited in the treatment of 
burns ... Men who previously had been scarcely 
able to bear the pressure of their boots . . . are 
able to rejoin the ranks in a very short time, 
and to make the longest marches without diffi- 
culty . . . A disadvantage, which attaches to 
picric acid preparations, is that they give a 
canary-yellow colour to linen, which dis- 
appears, however, at the first washing’. 

‘It was a well understood thing a few years 
ago’, according to ‘Preparations, Inventions, 
etc.’, ‘that doctors, as well as clergymen, should 
be recognized by their distinctive style of dress. 
Now ... in these days of motor cars and cycles, 
primness of appearance has had to give place toa 
more utilitarian form of apparel. Still we must 
confess to a strong predilection in favour of the 
frock coat, and, both as regards style and 
material, Mr. Bult satisfies the most exacting 
professional mind’. 


W. R. B. 


ADVERTISED AND INTRODUCED ONLY TO THE 


MEDICAL PROFESSION 


CHOLINE 


GRANULES 


Mag. Sulph. 8.P.. Purified Meat Peptone, and 
Sweetened and Peppermint Flavoured Excipient 


Cholagogue and cholecystokinetic properties, 
stimulating biliary secretion and drainage. 


; Aidicated in. — 
/ 


SUB-ACUTE AND CHRONIC CHOLECYSTITIS, 


CONSTIPATION OF HEPATIC ORIGIN, FAMILIAL 
CHOLEMIA, ATONY OF THE GALL-BLADDER. 
Doses to be taken in the morning only, before breakfast 
Basic N.H.S. Price: Tin of 100 gm. Granules, 3/1, plus 1d., P.T. 
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The introduction of Proponesin 
following development of the, 
active substance—tolpronine B 
hydrochloride—in the B.D.H. to the 
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the effective range of B.D.H. analgesics. 


logical addition 
‘4 ( 
‘ D.H. range 


— 








SS 















x 


=> 


~ 
—=>—= 


—<$— 


‘PROPONESIN’ 


TRADE MARK 
TABLETS OF TOLPRONINE HYDROCHLORIDE 


Provide quick-acting, short term effects against the pain of herpes 
zoster, dysmenorrhcea, toothache, headache, sinusitis and backache. 





Each tablet contains 100 mg. of active substance. 
Basic N.H.S. prices: Bottle of 10 at 1/8; 
§0 at 5/-; 250 at 17/6, purchase tax extra. 


*‘TERCIN’ rasters 


TRADE MARK 





Remain the preparation of choice in treatment of the joint pains of 
influenza and arthritic conditions generally. 





Each tablet contains: aspirin § gr. phenacetin 3 gr. 
and butobarbitone } gr. 

Basic N.H.S. prices: 

Bottle of 200 at 4/10 and 1,000 at 24/-. ‘ 








Literature and specimen packings will gladly be sent, on request 
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Genacort 


Genacort 


Genatosan 
introduc 


CONTAINS: 


Hydrocortisone 
0.25% 


Hydrocortisone 
0.5% 


Barquinol 
H.c. 


Hydrocortisone 





ice 


Acetate 
B.P.C. 0.25% 


(in an aqueous vehicle) 


Acetate 
B.P.C. 0.5% 


(in an aqueous vehicle) 


Acetate 
B.P.C. 0.5 


Iodochlorhydroxyquinoline 


3.0% 


(in a water miscible base) 





INDICATIONS 


Contact dermatitis 
Neurodermatitis 
Discoid eczema 
Atopic eczema 
Otitis externa 
Anogenital pruritus 
(especially where 
ercoriated and skin 
changes persist) 
Otitis externa 
Discoid eczema 
Seborrhoeie dermatitis 
Anogenital pruritus 


and wherever infection 
complicates the eczema 
dermatitis group of 
reactions 


Genatosan Limited 


Loughborough, Leicestershire 




















MOTORING NOTES 


Driving 


on the Continent 


By ROBERT NEII. 


THE first thing one notices about traffic on the 
Continent is that the general level of speed is 
normally higher than that attained on British 
roads. That this is not more dangerous is due 
substantially to the skill of the average driver 
abroad. Certain differences in driving practice 
are most marked, particularly that of the use of 
the horn. When approaching another vehicle 
from behind in this country, the sounding of 
the horn only too often produces antagonism 
in the other driver, or no effect at all. 
On the Continent, a driver will often be seen 
to be upset on being quietly overtaken by 
another car without the expected warning blast; 
on hearing the horn of an approaching car he 
will automatically draw in to his side of the 
road to let it pass. The motor horn should be 
used strictly as a warning of approach and never 
as an expression of annoyance—nor should it 
be instinctively taken as such. 


ROAD SIGNS 
‘There are other reasons why driving on the 
Continent can be more pleasant. One of these 
is the high standard of road signing, by which 
I mean the danger signs and generally informa- 
tive signs to be seen beside the roads. In this 
country there are plenty of signs, but so often 
they are inadequate or misleading: the use of a 
double bend sign for only a single corner; of 
a bend sign warning one of a corner which 
turns out to be insignificant, whereas the next 
severe change of direction bears no warning 
at all. On the Continent, the sign heralding 
a double bend deserves full heed and, incident- 
ally, depicts the direction of the turns accurately, 
whether a left turn is followed by a right or 
vice versa. This accuracy of information instils 
confidence in the driver and an attendant 
healthy respect. 
TRUNK ROADS 
When on a trunk road one is protected from 
sudden intrusions from minor roads by signs 
equivalent to those in this country which 
require one to ‘Halt—Major Road Ahead’. But 
it is comforting to observe on the main road 
itself signs which indicate that one is on the 
priority road and that there exists an appro- 
priate sign on the minor road. One cannot help 
but feel that the signs on the Continent have 
been erected by intelligent road users for the 
helpful guidance of others rather than after the 
haphazard fashion so often observed in this 
country. 
THE DOUBLE WHITE LINE 

Another point worth mentioning is the double 
white line markings to be seen on a few of our 


trunk roads by way of an experiment (fig. 1, 2). 
This system has been seen on the Continent 
for some time, and its precepts are legally en- 
forced, though the lines are usually yellow in 
colour. The idea, briefly, is that when two con- 
tinuous lines are painted along the road centre 
nobody may cross them. If one is continuous 
and one broken, then the driver who is on the 
side of the broken line may cross the road 
centre for the purpose of overtaking, but the 
driver who has the continuous line on his side 
must keep to his near side. On the Continent 
this system appears to work well, as it might if 
enforced in this country were it more skilfully 
applied. 
PARKING 

Parking is approached a little more realistically 
on the Continent; in the absence of a sign to 
the contrary it is an offence to park other than 
on one’s own side of the road. This is a very 
important point at night and one which should 
be stressed far more in this country. At night 
one tends to steer to the left of white lights 
and to the right of red lights—that is, of course, 
why roadside reflectors on corners are white on 
one side and red on the other. It is clearly 
dangerous therefore to leave a car in the dark 
facing against the traffic, since a driver ap- 
proaching it might, in an emergency or if 
blinded by other traffic, steer instinctively to 
the left of its white parking Eghts and con- 
sequently off the road. Whilst on the subject of 
parking, I have observed on the Continent the 
broken line enclosing a strip of kerbside parking 
space to be painted much closer to the kerb than 
usual. This was to indicate that drivers should 
pull half way on to the pavement. Where the 
road is narrow and the pavement of ample width 
this seems a policy which might well be adopted 
in this country. 


WINTER PRECAUTIONS 

With the approach of winter the prudent 
motorist will pay special attention to those parts 
of the car which are particularly stressed when 
motoring under conditions of snow and ice. 
Brakes must be given a thorough check. During 
the dry weather a driver often overlooks the 
fact that perhaps the brakes do not comé on 
evenly, but pull to one side. Even the slightest 
tendency to do this will have drastic results on 
a slippery surface. Most brakes these days are 
self-equalizing, but pulling can still occur owing 
to faulty linings or the presence of grease upon 
them. Where the brakes are operated through 
mechanical linkage, it is wise to see that all 
joints are well lubricated. 
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Since the keynote of driving on icy roads is 
delicacy of touch, it follows that all controls 
must work smoothly and with a minimum of 
friction. It is as well, therefore, to apply lubri- 





(Cupyrigut: joan wry) 
Fic. 1.—Double white line markings on A.3 
near Wisley—between Cobham and Ripley. 


cant to all the controls, steering, throttle linkage 
and so on. Whilst busy with the oilcan, the jack 
would repay attention; and a little oil on the 
threads of each wheel nut would ensure that 
they would not be found immovable at the most 
inconvenient moment. 
ANTI-FREEZE 
Anti-freeze is a good investment at this time of 
year, although the cooling system should be 
checked for leaks before it is added to the water. 
The correct proportion of anti-freeze in the 
radiator can save a lot of undue worry. Some 
people prefer to drain the radiator at night 
when it is frosty, but it must not be forgotten 
that in most cases this does not drain the car 
interior heater, which would fall prey to frost 
damage in severe weather. 
BATTERY AND LIGHTS 

Whether it is cold or not, the battery and lights 
must be checked thoroughly at this time of year. 
A garage can soon report on the state of the 
former and, if it is found to be low, and only 
short runs are envisaged, it might be advisable 
to give it a boosting charge. The lights are a 
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simple matter for the driver to check, not 
neglecting stop-lights and direction indicators 
So often one sees cars which have one or more 
of these inoperative, a state which can lead to 
confusion and danger, and one wonders whether 
their drivers are aware of the failure. I make 
it a point to check these frequently. It is 
relatively simple, for instance, while waiting in 
a traffic queue to check stop-lights and direction 
indicators as well as side and tail lamps—without 
leaving the driving seat—by merely observing 
their reflection in shop windows, or in the 
headlamps or other shiny surfaces of vehicles 
behind and in front; a very quick check should 
not alarm or confuse other road users if made at a 
sensible moment. 


THE USF OF LIGHTS 
Finally, a word about the use of lights. It is 
difficult to be dogmatic about when one should 
use side lights, dipped headlights or full head- 
lights. In well-lighted streets it is clearly a case 
for side lights only, and the use of headlights 
by another is often distracting. When they serve 
no useful purpose headlights should not be used, 
but the. moment one is unable to see quite 
clearly whatever is ahead—and this moment 
differs from one individual to the next—they 
should be switched on. Headlamps should 
always be dipped in the face of oncoming traffic, 
but I should like to see all drivers dipping their 
headlamps on approaching a slower car from 





(Copyrignt: Jonn Fry) 

Fic. 2—Another view of the double white line 
markings on A.3. 

behind, or on being overtaken by a faster car. 
It is quite unnecessary to drive behind another 
car with one’s own headlights raised, since the 
beams are no longer searching ahead ; with one’s 
own headlights dipped, or even extinguished, 
one can use, as it were, the lights of the car 
ahead while it is close enough, and avoid up- 
setting its driver. This is a piece of common 
courtesy which could happily be extended more 
often. 
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VITAVEL 
SYRUP 


VITAMIN 
SUPPLEMENT 
FOR ALL AGES 





Here is a liquid vitamin supplement that is truly delicious 
—Vitavel Syrup. This careful blend of real orange juice 
and liquid glucose with vitamins A, B,, C and D is readily 


accepted by patients of all ages and dispositions. 


One fluid ounce contains at time of manufacture : 


VITAMIN A 20,000 L.u. VITAMIN D 3,000 i.u. 
VITAMIN B, 4 Ing. VITAMIN C 80 mg. 


LIQUID GLUCOSE B.P. 25°% W/V. 


Basic price to N.H.S. 6 fl. ozs. 2/6, 40/1. os. 16/- 








BEMAX stabilized wheat germ 


lhis richest natural vitamin- 
protein-mineral supplement is 
now available in two flavours, 
plain Bemax and chocolate- 
flavoured Bemax (of special 
appeal to children). 


PREGNAVITE during pregnancy 


A comprehensive vitamin- 
mineral supplement specifically 
designed to supply the enhanced 
dietary needs of pregnancy. 


@| VITAMINS LIMITED |(DEPT. CYS) UPPER MALL LONDON W.6 
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Bronchitis or Asthma ? 


Regular administration of Franol through the winter will usually 
keep the chronic bronchitic patient free from acute attacks. 

In bronchial asthma Franol is well known as a valuable prophylactic. 
Both the number and severity of attacks are reduced and the 
patient’s continual fear that an attack may occur 

at any moment is allayed and his confidence restored. 

Franol, which is a combination of a bronchodilator, 

an antispasmodic and a sedative is well tolerated 

by both adults and children. 


Medical literature is available on request 


Franoi 


Trade Mark 


relieves bronchospasm 


The basic N.H.S. cost of one week’s treatment 

(2 to 3 tabs. p.d.) 9id. to 1/2}d. 

Tablets : Ephedrine gr. 0.15, theophylline gr. 2, 

Luminal gr. §. In bottles of 100, 250, 500 and 1000. and tins of 5,000 (5.4). 


Bayer Products Limited 
Neville House, Kinzstoneon-Thames, Surrey. 
Associated exporting company: Winthrop Products Ltd. 


























TRAVEL NOTES 


Britain at Home 
By PENELOPE TURING 


Eacu year more and more overseas visitors come 
to the British Isles, and in the post-war decade 
we have become one of the major tourist coun- 
tries of Europe. Not everyone welcomes these 
growing crowds who flock to the once-quiet 
beauty spots of the countryside; but to those 
whose love for Britain and its way of life is 
deeper than a selfish desire for personal solitude, 
the situation is not only matter for very real 
satisfaction, but a challenge to make the most of 
its opportunities, spiritual and material. In- 
dividual travel is now acknowledged to be one 
of the best methods of building international 








a peaceful corner of Cornwall. 


Mousehole 


understanding; and at a time of economic recon- 
struction tourism is amongst our most important 
intangible exports. Both these aspects of the 
industry should be practical incentives to main- 
tain all that is best in our natural and historical 
heritage. 

As one who has been fortunate in enjoying the 
hospitality and friendship to be found in other 
lands, I should like to see still more people of 
different nations visiting us here. Our islands, 
small in size, are amazingly varied in character, 
colour and tradition, and the visitor who is 
prepared to look beneath the surface will carry 
away with him something more than the travel 
agent’s catalogue of sights that must not be 
missed. 

FAMOUS PLACES 
There are two types of traveller: those who come 
to see the famous places, and those who prefer 
the joys of discovery among little-known by- 
ways. If you belong to the second, you can be 
reasonably sure of avoiding the less congenial 


tourist elements. The first can also achieve this 
by careful timing. 

On a first visit you will almost certainly want 
to see London, Windsor, Canterbury, Stratford- 
on-Avon, Oxford, Cambridge, Edinburgh, the 
Tweed, Royal Deeside, the Wye Valley, Exmoor 
and Dartmoor—or at any rate some of these 
places. Do not be put off by the people who 
tell you they are ruined by tourism, but try to 
arrange your visits for the middle of the week. 
London and Edinburgh, incidentally, are quieter 
at the week-ends, but also less interesting. 


OUR WEATHER 

What is the best time of year for a visit to 
Britain? July and August are undoubtedly the 
most crowded months, especially at holiday 
resorts, and to be avoided unless you want to see 
the life of these places in full swing. Weather 
is naturally an important consideration, and here 
we have a bad reputation to live down. I once 
apologized to a Canadian friend for the rainy 
spell which coincided with her visit, and she 
replied: ‘Oh but we expect that in Britain; 
it’s been much better than I thought!’. 

To those who come here with the same 
depressing outlook, I would say that we our- 
selves are largely to blame for making our 
climate sound very much worse than it is. There 
are seldom extremes of temperature, and we 
have many days of fine, pleasant weather which 
are excellent for sightseeing. British weather, 
however, is unpredictable. For what it is worth 
I may add that quite a number of times during 
recent years we have had a hot spell in June, 
and that if I had to bet on good weather here 
I should certainly put my money on the first 
fortnight in October. Both these months come 
into the so-called ‘off-peak period’ when hotel 
accommodation is cheaper in many places, and 
one avoids the crowds. 


HOTELS 
The general standard of hotels throughout the 
country has improved a good deal in recent 
years."There are some, even in country districts, 
which have won an outstanding reputation for 
their first-class cooking and the excellence of 
their wine list. Others have a correspondingly 
bad character. There are several good hotel 
guides and your travel agent will probably 
advise you, but if you are in doubt there are two 
hotel combines to bear in mind. One is Trust 
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Houses Ltd., an organization which owns a great 
many hotels in large and small towns all over 
the country. In general they are unexciting, but 
can be relied on for adequate standards of food 
and accommodation; some are very good. The 
second is The People’s Refreshment House 
Association, a rather similar organization which 
controls a number of the smaller village inns, 
especially in the S.W. counties. The latter can be 
useful on a motoring tour. 

Prices vary considerably, but outside London 
one can stay at quite a good hotel in most places 
for £2 a day including meals, sometimes less. 
It is worth remembering that a price quoted 
per night for a room always includes breakfast— 
the universal phrase is ‘bed and breakfast’— 
except in expensive luxury hotels. Ordinary 
hotels do not, as a rule, possess many rooms 
with private baths, but bathrooms are always 
available for use; nowadays they are never kept 
locked and made the object of a special charge 
as is still done on the Continent. 

Gratuities are sometimes included in the 
hotel bill as a percentage charge, but the system 
is not in general use and is hardly ever applied to 
restaurant meals. Tipping on the basis of 10% 
of the bill is usually quite adequate. 


TRANSPORT 

Transport is a matter of taste and money. 
Cars of all makes and sizes can be hired—unless 
you bring your own—and this is probably by 
far the pleasantest way of seeing the country. 
Alternatively the major travel agencies have 
well-organized coach tours which enable you to 
see a great deal in a short time. For ordinary 
journeys there are some good train services, and 
the regular long-distance coach routes which 
are much cheaper than railway fares, and also 
show you more of the country. 


WHEN AND WHERE TO GO 

Ideally, of course, each district has its own 
special season. In April and May go to the 
western counties of Somerset and Devon, for 
then the wild flowers are out and the young 
green of beech woods transforms the valleys 
with a wonder of infinite beauty. Early summer 
is the time to see wild rhododendrons in bloom 
in western Scotland. June is the perfect time for 
London when parks and gardens are fresh and 
gay, and the old buildings smile in the sun- 
shine. July and August are for the harvest fields 
of the quieter country districts; September for 
the Highlands of Scotland; and in October go 
to the woods of the Chiltern Hills, the New 
Forest, or Savernake Forest in Wiltshire. 

At any season try to visit Clovelly on the 
north coast of Devon; it is perhaps the loveliest 
village in the country, built beside a winding 
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flight of cobbled steps leading down the cliff- 
face to the sea. 

One of the lesser-known districts which, to 
me, possesses the very spirit of England, is the 
Malvern Hills between the Wye and Severn 
valleys: a range of shadowy hills, full of legends, 
and little changed since their beacon fires 
carried warning of the 16th century Spanish 
Armada. Another is the great bare rolling down- 
land of Salisbury Plain, in the centre of southern 
England. Mile after mile of turf-covered hills 
where harebells and pale mauve scabious grow; 


Beauty in the Western rigniands. 


where the wind whispers in the grasses, and 
sunshine and cloud pick out the trackways of 
forgotten Britons who made their home here 
long before the Romans came. 


Reliable information and literature on all matters relating 
to holidays in Britain can be had from the official British 
Travel & Holidays Association, Queen’s House, St 
James's St., London, S.W.1, or from their local offices 
in other countries. They also publish a detailed hote! 
and restaurant guide, price ss. Individual lists can be 
had from Trust Houses Ltd., 81 Piccadilly, London, 
W.1, and The People’s Refreshment House Association 
20 Victoria St., London, S.W.1. An elaborate and valuabl 
book on all types of restaurant in and around London i: 
‘Invitations to Dine’, edited by A. George Hill, Gray's 
Inn Press, 30s. Another useful book is “The Good Food 
Guide’ edited by Raymond Postgate, Cassell, 7s. 6d. 

There is ¢ wide diversity of guide books at all prices 
but one of the most comprehensive is the new edition of th 
‘Blue Guide to England’, edited by L. Russell Muirhead 
Ernest Benn Ltd., 37s. 6d. For those who shun the well 
known districts there is “Ihe Quiet Places’ by Basi! 
Collier, Phoenix House Ltd., 25s. 
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HELLENIC TRAVELLERS CLUB 


1958 HELLENIC CRUISES 


Under the Patronage of the Vice-Chancellors of Oxford, Cambridge, Glasgow, 
Edinburgh, Wales, Bristol and Liverpool Universities. 


YUGOSLAVIA, GREECE AND TURKEY 
Cruise No. 10 Ist April to 18th April, 1958 
Visiting Venice, Dubrovnik, Corfu, Corinth, Mycenae, Tiryns, Epidauros 
Delos, Mykonos, Rhodes, Lindos, Priene, Miletus, Pergamum, The Bosphorus, 
Istanbul, Mytilene, Aegina, Athens, Daphni, Eleusis, Sounion, Olympia, Venice. 


GREECE AND TURKEY 
Cruise No. 11 19th August to 3rd September, 1958 
Visiting Venice, Olympia, Kythira, Monemvasia, Knossos, Gortyna, Phaestos, 
Rhodes, Lindos, Cos, Halicarnassus, Ephesus, Seljuk, Delos, Tinos, Syros, 
Athens, Daphni, Sounion, Epidauros, Tiryns, Mycenae, Corinth, Loutraki, 
Delphi, Venice. 


GREECE AND TURKEY 
Cruise No. 12 Ist September to 16th September, 1958 


Visiting Venice, Olympia, Patras, Delos, Andros, Salonica, Pella, Troy, The 

Bosphorus, Istanbul, Pergamum, Samos, Tigani, Patmos, Athens, Daphni, 

Sounion, Epidauros, Tiryns, Mycenae, Corinth, Loutraki, Delphi, Osios, Loukas, 
Venice. 


Each Cruise will be accompanied by five Classical Scholars who will give lectures 
on board and at the various sites visited. 


GUEST LECTURERS INCLUDE: 
Sir Maurice Bowra, Lord David Cecil, Mr. John Dancy, Mr. F. Kinchin Smith, 
Mr. Michael Maclagan, Professor M. E. L. Mallowan, The Rev. Gervase 
Mathew, Mr. Walter Oakeshott, The Rev. A. G. Guy C. Pentreath, Professor 
W. B. Stanford, Professor R. Syme, Lord William Taylour, Sir John Wolfenden. 


PRICES FROM 90 GUINEAS 
(Male Students and Schoolmasters from 80 guineas.) (Including travel London- 
Venice and return) 


For full particulars and reservations apply to: 


W. F. & R. K. SWAN LTD 
260 (X9) TOTTENHAM COURT RD, LONDON WI1 


Telephone: MUSeum 8070 (12 lines) 
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ENAVID 


BRAND OF NORETHYNODREL AND ETHYNYLOESTRADIOL 3-METHYL ETHER 





Establishes normal menstruation 
Stops excessive bleeding 


ENAVID, containing the new Searle 
permits specific 


and usually complete control of the men- 


steroid norethynodrel, 
strual cycle on oral administration and 
thus provides effective therapy for most 
menstrual irregularities. 


ENAVID has strong progestational and 
a lesser oestrogenic activity on the endo- 
metrium, which stimulates its develop- 
ment toasecretory phase. It also inhibits 
the secretion of gonadotropins by the 
anterior pituitary gland. 


SEARLE 


G. D. SEARLE & CO. LTD., HIGH WYCOMBE, BUCKS. 





ENAVID is therefore recommended for : 
* AMENORRHDEA (Primary and Secondary) 
* OLIGOMENORRHOEA 

* MENORRHAGIA 

* METRORRHAGIA 

* DYSMENORRHOEA 

* PREMENSTRUAL TENSION and the 

* “INADEQUATE LUTEAL PHASE” 


ENAVID is supplied as 10 mg. tablets 
in bottles of 20 and 50 tablets. 


Detailed literature is available on request. 


*Trade Mark 


Tel.: High Wycombe 1770 
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Report of The Fourth Council 
I—PROGRESS DURING THE PAST YEAR 


The Fourth Annual General Meeting 


The fourth Annual General Meeting of the College was held in the Great 
Hall of B.M.A. House in the afternoon of November 17, 1956, with Dr. 
G. F. Abercrombie (Chairman of Council) presiding. There was a large 
attendance of members and associates. 

Dr. Ian Dingwall Grant (Glasgow) was unanimously elected President. 

Dr. W. N. Pickles, the retiring President, was accorded a warm vote of 
thanks for all he had done to promote the welfare of the College during 
—in his own words—‘its first three happy years’. Dr. Grant said that 
the manner in which Dr. Pickles had carried out his presidential duties 
had won admiration from everyone; he had been a wonderful ambassador 
for the College. 

The following were appointed the first Honorary Fellows of the College: 
The Rt. Hon. Henry Willink, Professor Ian Aird, Mr. W. J. H. M. Beattie, 
Sir Wilson Jameson, Professor J. M. Mackintosh and Sir Heneage Ogilvie 
—the chairman and consultant members of the General Practice Steering 
Committee (1952). 

The Butterworth Gold Medal was awarded to Dr. R. G. Gibson, of 
Winchester, for his essay entitled “The Care of the Elderly in General 
Practice’. The second prize (a {20 book token) was won by Dr. J. A. D. 
Anderson, of Edinburgh. The presentations were made by Mr. J. W. 
Whitlock (Managing Director, Messrs. Butterworth & Co. Ltd., Medical 
Publishers). The essays were printed in Research Newsletters 15 and 16 
(1957, 4 99 and 193). 

The Fourth College Council was appointed, consisting of 32 faculty 
representatives and 12 elected members, four of whom were due to retire 
and were re-elected. The College bye-laws were amended and approved. 
Council was instructed to investigate opportunities for members and 
associates to study abroad, to examine criteria for continuing membership 
and to report on these matters to the next annual general meeting. 

At the end of the meeting a most moving vote of thanks was unanimously 
accorded to Dr. G. F. Abercrombie who had served the College so 
brilliantly, during its first four years, as chairman of the Foundation Council 
and of the first three College Councils. 


The Third James Mackenzie Lecture 
On the morning of the annual general meeting Dr. I. D. Grant delivered 
his thought-provoking and scholarly James Mackenzie Lecture to a large 
gathering of members, associates, their wives and guests. ‘The lecture was 
entitled ‘Family Doctors: Their Heritage and their Future’ ; it was published 
in full in The Practitioner (1957, 178, 85) and in Research Newsletter 14 
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(1957, 4, 7), and it was commented upon widely in the national and Com- 
monwealth press. 
Membership 

By the end of September 1957, the membership of the College had 
reached 4,450 (3,228 members and 1,222 associates), an increase of 707 
during the year. Of the total, 987 were from overseas (103 Eire, 610 
Australia, 125 New Zealand, 22 Kenya, 127 from other countries). The 
College Register, which is sent to all members and associates at intervals, 
will be reprinted in January 1958. Once again, Council’s thanks are due to 
Dr. Sylvia Chapman for all the trouble and care she has taken in compiling 
this register and its faculty lists. 


The Royal Commission 

In March 1957 a Royal Commission on Doctors’ and Dentists’ Remunera- 
tion was appointed, with Sir Harry Pilkington as its chairman and with 
the following terms of reference :— 

To consider: 

(a) How the levels of professional remuneration from all sources now received 
by doctors and dentists taking part in the National Health Service com- 
pare with the remuneration received by members of other professions, by 
other members of the medical and dental professions, and by people 
engaged in connected occupations. 

(b) What, in the light of the foregoing, should be the proper current levels 
of remuneration of such doctors and dentists by the National Health 
Service. 

(c) Whether, and if so what, arrangements should be made to keep that 
remuneration under review; 
and to make recommendations. 

A letter from Sir Harry Pilkington, inviting the College to submit 
evidence relevant to the Commission’s inquiry, was put before Council. 
After a long discussion, in which most members of Council took part, it 
was decided that the following reply should be sent :— 

June 4, 1957. 
Dear Sir Harry, 

Thank you for your letter of May 31, which I put before a full meeting of our 
Council over the weekend. I have been asked to write and thank you for the 
kind invitation which the Royal Commission sends to our College to submit evidence 
relevant to the Commission’s inquiry. 

The first four and a half years’ work of our new College has been concerned in 
no way with the levels of remuneration mentioned in the Commission’s terms of 
reference. We have confined our activities strictly to academic matters which have 
included the teaching of general practice, the continuing education of general 
practitioners, research in general practice, and the development of family doctors’ 
equipment and premises. 

In these circumstances, and in view of the last sentence of the third paragraph 
of your letter,* we regret very much that we are not in a position to give evidence 
to the Royal Commission. 

Yours sincerely, 
J. BH. Hunt, 
Hon. Secretary of Council. 
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THE NEW STABILIZED KOLA 
AND VITAMIN TONIC 





stimulating and fatigue- 


resisting qualities. 


LABITON 


In addition to the extract of KOLA, 


Labiton is an invigorating 
and palatable tonic prepared 


from stabilized KOLA NUTS 


Labiton contains vitamin B, and 
by a special process which 


glycerophosphoric acid. This preparation 
fully preserves the complex 


stimulates the central nervous system and, z 
catechol-caffeinates respon- 


as a general tonic, distinctly increases . E 
8 Y sible for the specific tonic 


muscular performance while having a activity of the fresh fruit. 


mild diuretic and stomachic effect. 





Labiton is indicated in convalescence after 
infections—especially influenza—and all 
forms of debility. 
Prescribable under N.H.S. on Form E.C.10. 
(M.O.H. Classification 4.) 














Literature and sample will be gladly supplied to the medical profession on request. 
LABORATORIES FOR APPLIED BIOLOGY 
LIMITED 


91 AMHURST PARK, LONDON, N.16. TELEPHONE: STAmford Hill 2252/3 
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(NOSCAPINE) 


FOR EFFECTIVE COUGH SUPPRESSION 


— have a specific depressant action on cough reflex. 
— stimulate the respiratory centre. 


— have mild bronchodilator activity — aid 
expectoration. 


— are non-narcotic, non-analgesic and not habit 
forming. 


— do not cause constipation. 


COSCOPIN LOZENGES are indicated for the symptomatic relief of un- 
productive cough and productive cough that interferes with sleep. 


COSCOPIN LOZENGES each contain 25 mg. of noscapine (form- 
ally known as narcotine) and are available in prescription packs 
of 20. 


FURTHER DETAILS FROM MEDICAL INFORMATION DEPARTMENT 


SPEKE,LIVERPOOL 19 
QS) EVANS MEDIGAL SUPPLIES LIMITED. | tonoe orrec: 
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(*“It is not desired to put the College to special trouble in collecting data or 
formulating advice on matters with which it would not normally concern itself”’.) 
To this Sir Harry Pilkington replied on June 8, 1957: 
Dear Dr. Hunt, 


Thank you for your letter of June 4, in which you told me of the decision of 
your Council that you are not in a position to give evidence to the Royal Com- 
mission. I quite appreciate that your activities have so far been confined strictly 
to academic matters and that this limits the opportunities you have of helping us 
in our work. If, however, there are specific problems on which it seems that we 
would like information or views from you, we will not hesitate to get in touch with 
you again. 

Yours sincerely, 
Harry PILKINGTON. 


College Premises 

Through the generosity of our anonymous donor, temporary premises 
have been taken (on a 21-year lease) at 41 Cadogan Gardens, Sloane 
Square, London, S.W.3 (SLOane 8333). The lease of this house has 
been bought for a sum of £6,250; and our donor has most kindly offered 
to redecorate and furnish the premises as the College’s temporary home. 

Negotiations for the purchase of a site in Lincoln’s Inn Fields, for 
the College’s permanent building, are progressing smoothly with the full 
help and cooperation of the President and Council of the Royal College 
of Surgeons. 

The Lloyd Roberts Lecture 

Last year the Manchester United Hospitals invited the North-West 
England Faculty of the College of General Practitioners to nominate the 
Lloyd Roberts Lecturer. On March 1, 1957, Dr. J. H. Hunt delivered this 
lecture on “The Renaissance of General Practice’ in the Clinical Sciences 
Building, University of Manchester. The lecture was published in the 
British Medical Fournal (1957, i, 1075). 

In the evening the Lord Mayor and Lady Mayoress of Manchester, 
Councillor Harry Sharp and Mrs. Sharp, accompanied by the President 
and Mrs. Grant, welcomed members and associates of the College and 
their wives at a Civic Reception held in the Town Hall—a most enjoyable 
occasion. 

Next day meetings of Council and its committees were held at the 
Withington Hospital. The Management Committee of this hospital enter- 
tained the Minister of Health (The Rt. Hon. Dennis Vosper, T.D.) and 
members of Council to lunch. Mrs. E. Hill, J.P., M.P. (chairman of the 
South Manchester Hospitals Management Committee), welcomed the 
guests, and in his speech Mr. Vosper told of his interest in the work 
which the College was doing. The office-bearers of the North-West England 
Faculty Board and Miss V. Allen (matron of the Withington Hospital) 
were present. 

Council expresses its warmest thanks to the Manchester United Hos- 
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pitals for inviting the College to nominate the Lloyd Roberts Lecturer— 
the first time that a general practitioner has been asked to deliver this 
lecture—to Mrs. Hill and the Withington Hospital House Committee for 
their hospitality, and to Dr. F. S. Catto (Provost of the North-West England 
Faculty) and Dr. S. Freeman (hon. secretary of the faculty board) for all 
the hard work they did to make this weekend an outstanding success. 


The Scottish Council 

The Scottish Council continues its good work- -representing the College 
Council in Scotland, coordinating the activities of the Scottish faculties 
and maintaining liaison between them and the Council of the College. It 
has submitted evidence to the Scottish Health Services Council in its 
inquiry into the provision of maternity services in Scotland within the 
framework of the N.H.S. All four Scottish universities are now providing 
additional postgraduate courses for general practitioners. (For full report, 
see page 43.) 

Overseas Councils 

The Australian Council. The Australian Council has played a leading 
part in the work of the College in Australia during the past year (see page 45). 
It has supervised the foundation of two more faculties in Australia—the 
Victoria Faculty (Melbourne) on November 11, 1956, and the Tasmania 
Faculty (Hobart) on May 5, 1957. It has arranged for the publication of 
The Annals of General Practice—the journal of the College in Australia— 
which appears quarterly under the editorship of Dr. C. E. M. 
Gunther. 

The Australian Council is represented on the National Health and 
Medical Research Council of the Commonwealth Government, and the 
Commonwealth Minister of Health has suggested that the College should 
set up a permanent committee in preventive medicine. It has appointed 
its own board of censors to ensure that candidates for membership or 
associateship of the College in Australia are of the requisite high standard. 
It is planning ‘A Survey of Country Practice in Australia’. 

The Australian Council asked the College Council for a definition of a 
general practitioner. On March 2 the College Council approved the definition 
of a general practitioner given by Dr. J. H. Hunt in his Lloyd Roberts 
Lecture, ‘A doctor in direct touch with patients, who accepts continuing 
responsibility for providing or arranging their general medical care, which 
includes the prevention and treatment of any illness or injury affecting the 
mind or any part of the body’ (Brit. med. 7., 1957, i, 1075). Some of the 
work of a family doctor is concerned with neither illness nor injury :—for 
example, infant feeding, marriage guidance, normal obstetrics, and the 
management of old age. Many general practitioners take a special interest 
in one or more particular branches of medicine; many specialists carry on 
a little general practice. 
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The New Zealand Council. The New Zealand Council was founded on 
February 19, 1957. Its activities are described on page 47. The head- 
quarters of the New Zealand Council are to be sited in each of the four 
faculty areas in turn, two years at a time. A Congress of General Practice 
is being planned in Christchurch for February 1959; representatives of the 
College from the United Kingdom and Australia are being invited, together 
with others from the American Academy of General Practice and the 
College of General Practice of Canada. 


Regional Faculties 

Those who read this annual report cannot fail to realize how much good 
work on behalf of general practice has been done, during the past year, by 
the regional faculties of the College at home and throughout the Common- 
wealth. 

Three new overseas faculties have been formed during the year, two in 
Australia as already described, and one in New Zealand—in Wellington on 
October 30, 1956. Council’s thanks are due to Dr. H. M. Saxby and Dr. 
L. H. Cordery (hon. secretaries of the Australian and New Zealand Coun- 
cils), to Dr. D. Zacharin (Victoria), the Hon. R. J. D. Turnbull (Tasmania) 
and Dr. A. B. Jameson (Auckland Faculty) for their help in founding the 
three new faculties which have developed so rapidly—in six months the 
Victoria Faculty had 102 members and associates, and within a few 
months the Wellington Faculty was the second largest in New Zealand. 

Several faculties at home and overseas have had six or more general 
meetings during the year, many others have had three or four. The lectures, 
demonstrations and discussions at these general meetings of faculties have been 
concerned with a wide range of subjects. 

Many clinical meetings have also been arranged, at which patients were 
shown. The Hull and East Riding Sub-faculty has held eight. One faculty has 
visited Haileybury College and seen its medical services, another has been 
taken round a chemical works at Castleford, and another an industri al health 
service centre at Slough. One visited a school of veterinary medicine: 

Special note should be made of the Sunday morning meetings described 
in the reports of the Welsh, Scottish and Northern Ireland Faculties, and 
of the weekend meetings of the South-East England, South-West England, 
Thames Valley and Midland Faculties. There were 414 attendances, by 
76 out of a possible 200 doctors, at Sunday morning lecture-demonstrations 
which the East of Scotland Faculty helped to organize. A 54-day intensive 
course in clinical medicine, surgery and obstetrics was attended by 24 
members of this faculty. 

One of the outstanding faculty achievements of the year has been the 
publication of ‘An Obstetric Survey’ by members and associates of the 
South-West England Faculty. Council’s thanks and congratulations are 
due to all the doctors who participated (see page 37). 

Many faculties have produced faculty journals, gazettes, newsletters or 
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! news-sheets with information about the activities of their faculty boards and 
of Council, of epidemiological news, postgraduate courses and research 
projects. They encourage members and associates to write short papers for 
publication. The South-East England Faculty issues a Postgraduate Hand- 
book (see page 23). The East of Ireland Faculty has formed a General 
Practice Information Committee to help its members and associates with 
information on any subject of importance to general practice. 
| Several faculties have held joint meetings with neighbouring faculties and 
| with local medical societies or B.M.A. divisions. In the metropolitan and 
home counties area each faculty has two representatives on the Under- 
| 
| 








graduate and Postgraduate Foint Advisory Committees, which coordinate the 
activities of these six faculties and their affiliation to the London teaching 
hospitals (see page 25). 

The boards of most faculties have met between four and six times during 
the year, some of them meeting on each occasion in a different town in the 
area of the faculty. The South-East England Faculty Board has coopted a 
public health representative. 

In the Victoria Faculty a small brary of books of interest to general 
practitioners is being collected at faculty headquarters. 

The provosts of two faculties—Dr. J. W. Barnett (South London) and 
Dr. R. G. Gibson (South-East England) have given broadcast talks, and Dr. 
C. A. H. Watts (Midland Faculty) appeared in a television programme on 
‘The Hurt Mind’. 

Many faculties have appointed a correspondent to the Practice Equip- 
ment and Premises Committee of the College Council. The South London 
Faculty has its own committee of the faculty board dealing with these 
matters. 

Several faculties have arranged social activities at the times of their general 
meetings—faculty dinners to which distinguished guests have been invited, 
sherry parties at which medical students and the deans and staffs of the 
medical schools and teaching hospitals have been present, and the Christmas 
party of the New South Wales Faculty. Special occasions were the reception 
and dance given by the Mayor and Mayoress of Bath (Councillor and Mrs. 
F. A. Smith) in the Pump Room after a meeting of the South-West England 
Faculty, and the invitation of the West of Scotland Faculty to the Open 
Night of the Staff Association of Glasgow Royal Infirmary. 


Undergraduate Education in the Faculties 
The undergraduate education committees of many faculty boards have 
been busy this year promoting the training of undergraduates in the prob- 
lems of general practice. The activities of the College Council in this field 
are discussed on page 19. Student-attachment and lectures to students by 
members of faculties are increasing throughout the United Kingdom and 
the Commonwealth. 


A National Register of Doctors willing to take Students is being compiled 
on which there are already over 1,200 names of members and associates of 
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the College in the United Kingdom and Eire. It is hoped that it will be of 
assistance to the undergraduate education committees of faculty boards and 
to medical schools. 

Eight Public Welfare Foundation Prizes of £40 each are being awarded 
this year to medical students, and have aroused considerable interest in 
teaching hospitals (page 20). 

An analysis of the replies to the Questionary about Lectures on General 
Practice given in medical schools in the United Kingdom and Eire will be 
published in the Research Newsletter. Several faculties have coopted medical 
students to the undergraduate education committees of their faculty boards. 
A most successful Conference on Undergraduate Education was held in — 
London in October 1956, with representatives from each faculty and a 
student from each medical school (page 20). 

In England, the Northern Home Counties Faculty has issued ‘A 
Memorandum on the Pre-Registration Year’ by Dr. T. O. McKane. The 
North Midlands Faculty is taking a number of final-year students from 
Edinburgh University. This faculty is again represented on the Student 
Selection Board of Sheffield University, and five lectures are given by 
members of the faculty to the Sheffield University Undergraduate Medical 
Society. The Yorkshire Faculty reports ‘that the student-attachment 
scheme, though still voluntary, can now be regarded as almost an integral 
part of the medical curriculum in Leeds. It is firmly supported by the 
Faculty of Medicine’. The meeting arranged annually between members and 
associates of this faculty, final-year students and provisionally-registered prac- 
titioners has, once again, been successful and well-attended. The North- 
West England Faculty’s liaison with the University of Manchester and with 
the Darbishire House Health Centre is developing satisfactorily. In the 
North-East England Faculty the President of the Durham Medical 
Students’ Association has been coopted to the undergraduate education 
committee of the faculty board, and plans have been discussed for a tutorial 
system so that students may be attached to a general practitioner throughout 
the clinical course. In the Merseyside & North Wales Faculty College 
notices are displayed officially in the Liverpool University Medical School, 
and arrangements have been made for meetings between members of the 
faculty board and final-year students. In this faculty the object of the 
student-attachment scheme is being better understood and ten per cent. 
of last year’s final-year students took part. 

In Scotland, the South-East Scotland Faculty has issued a report by Dr. 
G. W. Ireland on ‘The Teaching of General Practice to Medical Students’, 
and associates of the faculty are reporting on ‘ What help the young doctor 
needs, to get on in general practice’. The West of Scotland Faculty has 
arranged meetings between members of the faculty board and repre- 
sentatives of the various student bodies; seventy-five students have taken 
part in the student-attachment scheme during the year. Two forms of this 
attachment are offered: (1) a fortnight’s attachment, and (2) an extended 
course. Lectures to students by members of the College in this faculty are 
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also continuing. In the North-East Scotland Faculty a student group has 
been formed to examine the medical curriculum, and a meeting has taken 
place between the Education Officer of the British Medical Students’ Asso- 
ciation and Professor John Craig, Professor of Child Health of the University 
of Aberdeen. 

In Eire, the East of Ireland Faculty has arranged a meeting with the 
university lecturers in general practice. The West of Ireland Faculty has 
prepared the first student-attachment scheme in the Republic. 

In Australia, the New South Wales Faculty has made a special contri- 
bution to undergraduate training by arranging (1) for students to visit 
general-practitioner hospitals in and near Sydney; (2) for weekend student- 
attachment to doctors’ practices; (3) for students to visit patients’ homes with 
district nurses, and (4) residential vacation-training of students at 17 general- 
practitioner county hospitals, all the vacancies for which were booked a year 
in advance. 

In New Zealand, for the fifth year in succession all students in the 
area of the Canterbury Faculty are attached to a general practitioner for 
! one week in March. A representative of the undergraduate education com- 
mittee of the faculty board has been appointed to the Branch Medical 
Faculty Committee of the University. The sub-dean has given the faculty 
all possible help; lectures to students by general practitioners have been 
arranged and a register of suitable cases from general practice for demonstration 
to students is being prepared. Some patients in hospital are demonstrated to 
students by their family doctors. In Wellington final-year students are attached 
to general practitioners for two weeks each May. 

In Kenya, although there is no medical school or university in that 
country, it has been arranged that a medical student from the United 
Kingdom visiting his parents in Kenya should do official clinical clerking 
at two of the Nairobi Hospitals. 


Postgraduate Education in the Faculties 

The postgraduate education committees of faculty boards have been 
active during the year (see page 21). There has been an increasingly 
friendly liaison between them and the postgraduate authorities of their 
nearest universities and medical schools. Many postgraduate courses—in- 
tensive, extended, weekend, day, half-day (Saturday afternoon or Sunday 
morning), evening, etc.—have been arranged through this cooperation. 

The Pfizer Postgraduate Grant—{30 a year for each faculty of the 
College ‘to encourage the continuing education of its members and asso- 
ciates’—has given great impetus to postgraduate education in the faculties. 
It is being used in different ways. One of the most important is the founda- 
tion, in the South-West England Faculty, of a ‘Gale Memorial Lecture’ 
in memory of the late Professor A. H. Gale and in recognition of the work 
he did to help the College in its early days. 

Faculties have played an important part in preparing the evidence sub- 
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mitted by the College to the Cranbrook Committee of the Ministry of Health 
in its Inquiry into the Maternity Services of England and Wales, which was 
published in Research Newsletter 13 (1956, 3, 175), with a supplementary 
report in Research Newsletter 15 (1957, 4, 169). 

The Postgraduate Joint Advisory Committee (of the six metropolitan and 
home counties faculties), with Dr. H. N. Levitt as chairman, has had a 
busy year ending with a conference on October 5 and 6 on ‘Stress Problems 
in General Practice’ arranged jointly with the Society for Psychosomatic 
Research (page 25). 

The Midland Faculty, through Dr. A. J. Laidlaw, is developing ‘A Memo- 
randum for the Guidance of Trainers’. 

The postgraduate work of members of the College will be much stimu- 
lated by the announcement in the medical journals on July 6, 1957, of the 
generous annual donation by Messrs. Upjohn of England Ltd. of fifteen 
Upjohn Travelling Fellowships—of {£200 each, for not less than two weeks’ 
postgraduate study at a practitioner’s old teaching hospital or any other 
hospital, clinic or health centre of his or her choice in the British Isles 


(page 27). 


Research in the Faculties 

The research committees of faculty boards have been busy with 47 faculty- 
sponsored research projects, which are listed in the report of the Research 
Committee of Council (page 37). They are evidence of the interest taken by 
faculties in this aspect of the College’s work. 

The Conference of Chairmen and Hon. Secretaries of Research Committees 
of Faculty Boards held in Manchester on October 7, 1956, under the chair- 
manship of Dr. W. A. Simpson, was most successful. 

Research in general practice sponsored by individuals will be stimulated 
by the announcement of the Benger Prizes for Original Observations in 
General Practice. These three prizes of £250, {150 and {100 are being 
presented annually by Benger Laboratories Ltd. with the object of develop- 
ing any means of diagnosis or treatment discovered by a general practitioner 
and proved, by his own experience, to be valuable. Entries may be in the 
form of an essay, a report or a conventional medical paper. It was empha- 
sized that no merit would be attached to any particular literary form and 
the sole criterion would be the value of the observation as a contribution 
to general practice. The prizes are open to general practitioners actively 
engaged in general medical practice anywhere in the world—not neces- 
sarily members or associates of the College of General Practitioners. The 
Council of the College has been invited to judge the 88 entries for these 
prizes. 

Proposed future developments include a college records unit as part 
of its research advisory service, a projects register and a register of work 
in progress, a journals monitoring service and a library reference service, 
all of which, it is hoped, will help faculty-sponsored research (page 34). 
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busy year ending with a conference on October 5 and 6 on ‘Stress Problems 
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postgraduate study at a practitioner’s old teaching hospital or any other 
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The research committees of faculty boards have been busy with 47 faculty- 
sponsored research projects, which are listed in the report of the Research 
Committee of Council (page 37). They are evidence of the interest taken by 
faculties in this aspect of the College’s work. 

The Conference of Chairmen and Hon. Secretaries of Research Committees 
of Faculty Boards held in Manchester on October 7, 1956, under the chair- 
manship of Dr. W. A. Simpson, was most successful. 

Research in general practice sponsored by individuals will be stimulated 
by the announcement of the Benger Prizes for Original Observations in 
General Practice. These three prizes of £250, {150 and {100 are being 
presented annually by Benger Laboratories Ltd. with the object of develop- 
ing any means of diagnosis or treatment discovered by a general practitioner 
and proved, by his own experience, to be valuable. Entries may be in the 
form of an essay, a report or a conventional medical paper. It was empha- 
sized that no merit would be attached to any particular literary form and 
the sole criterion would be the value of the observation as a contribution 
to general practice. The prizes are open to general practitioners actively 
engaged in general medical practice anywhere in the world—not neces- 
sarily members or associates of the College of General Practitioners. The 
Council of the College has been invited to judge the 88 entries for these 
prizes. 
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Cooperation with Other Bodies 

Friendly relations have continued with all those individuals and institu- 
tions mentioned in the first four annual reports (The Practitioner, 1953, 
171, Supp. p. 1; 1954, 173, Supp. p. 1; 1955, 175, Supp. page 1; and 1956, 
177, Supp. p. 1). 

The Ministry of Health. The Rt. Hon. Dennis Vosper, T.D., M.P., 
attended and spoke at a Council luncheon held in Manchester on March 2, 
1957. On October 24, 1956, the College’s memorandum on ‘General- 
Practitioner Maternity Services’ was submitted to the Cranbrook Com- 
mittee of the Ministry of Health. The Ministry of Health has also invited 
the College to prepare a report on ‘Psychological Medicine in General 
Practice’, and to give evidence to its Committee on the Cost of Prescribing 
(England and Wales). It asked for Council’s opinion on a proposed addition, 
of information about any recent pregnancy, to the medical certificate of the 
cause of death of women; a proposal which Council did not favour. 

The Royal College of Physicians invited the College to send a representa- 
tive to a meeting on medical education held on November 23, 1956, ‘to 
consider a possible centre for the discussion of problems related to medical 
teaching’. Dr. Richard Scott attended and has been appointed to a steering 
committee of 16 persons—an equal number of rpresentatives from the 
universities on the one hand and from the colleges and licensing bodies 
on the other—to consider this matter further. 

The Royal College of Surgeons is giving the College all possible help in 
connection with the proposed new building. Dr. J. Hl. Hunt has been 
coopted to the Council of the Royal College of Surgeons as its general- 
practitioner representative, and is serving on its building committee and 
on its Committee on the Welfare of Ill Children. 

The Royal College of Obstetricians and Gynecologists. The late Sir Charles 
Read (President of the Royal College of Obstetricians and Gynzcologists) 
gave our College all possible help and encouragement from the time of its 
foundation. Council heard of his sudden death in August with the very 
greatest sympathy and regret. 

The British Medical Association. As in the past, the British Medical 
Association has cooperated with the College’s work in innumerable ways. 
Several matters have been put to the Liaison Committee of the College 
with the General Medical Services Committee of the British Medical 
Association—direct access for general practitioners to x-ray diagnostic aid; 
the question of minor operations by general practitioners at St. Mary’s 
Cottage Hospital, Hampton, Middlesex; a syringe autoclaving service for 
general practitioners; and the difficulties many newly-qualified doctors 
experience on entering general practice. At the Annual General Meeting of 
the British Medical Association, held in Newcastle upon Tyne in July 
1957, the College had three exhibits in the Scientific Exhibition: (1) The 
relative incidence of certain diseases in hospital and in general practice; 
(2) certain aspects of Bornholm disease; (3) suggestions for lectures to 
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Shortening convalescence 


The length and success of convalescence 
can be influenced to a very large degree by 
the intake and absorption of protein. Yet 
often the patient.cannot absorb the full 
amount necessary to make up the nitrogen 
lost during illness or fever. Sanatogen* 
solves this problem by providing concen- 
trated first-class protein which is easily 
assimilated and highly utilised. 
CONSTITUENTS OF SANATOGEN 

95%, CASEIN (milk protein), containing 
all the essential amino acids. Although 
casein normally requires only three princi- 
pal stages to produce, the 
manufacture of Sanatogen 
involves seven principal 
stages. These additional 
stages have the object of 
ensuring that Sanatogen is 
absorbed and utilised to a 
very high degree. 
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5% SODIUM GLYCEROPHOSPHATE 
Although evidence is lacking as to the 
precise way the glycerophosphate acts, 
the manner in which glycerophosphate 
and protein are combined in Sanatogen 
appears to result in a synergistic action 
particularly marked in conditions of 
physical and mental debility. 

Sanatogen is easily digested and is free of 
fat and carbohydrate; it is therefore quite 
suitable for use in diabetes. The average 
daily dosage of 6 teaspoonfuls provides 
24G. of first-class protein, at a lower cost 
per gram than many protein foods. 
Sanatogen is available from all chemists. 


SanatOgeN ror woner 
PROTEIN UTILISATION 


in convalescence, pregnancy and lactation, 
physical and nervous debility. —*Regg. T.m. 
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students introducing them to general practice. Dr. Richard Scott has been 
appointed an examiner for the Sir Charles Hastings and Charles Oliver 
Hawthorne Clinical Prizes of the British Medical Association. 

The American Academy of General Practice has invited the College’s 
cooperation in the formation of an International Committee of General 
Practice. 

The College of General Practice of Canada. Dr. 1. D. Grant represented 
the College at the convention of the College of General Practice of Canada 
held in Montreal from March 4-6, 1957. He reported that this convention, 
which was attended by 800 of the 1,455 members of the Canadian college, 
had been a great success and that he had been most impressed by the 
enthusiasm shown. He said that the Canadian college had been instru- 
mental in securing the establishment of departments of general practice at 
nine teaching hospitals. It has a scheme of preceptorship similar to our 
student-attachment scheme, except that it takes place after qualification 
and neither the general practitioner nor the newly-qualified doctor receives 
remuneration. The Canadian college has also helped to establish a certi- 
ficate in surgery for general practitioners after three years’ study, five years 
being required for the F.R.C.S. Canada. When applying for membership 
of the Canadian college, a candidate is required to produce evidence of 
having done 100 hours’ postgraduate study in the previous two years, and 
to undertake that he will continue to do 100 hours’ study every two years, 
of which 25 hours have to be at approved courses. A team of lecturers 
tours the country enabling doctors in isolated areas to keep up-to-date. 
Associates of the College of General Practice of Canada can only remain 
associates for five years; after that time they have to apply for membership 
or resign. A full account of Dr. Grant’s visit was published in Research 
Newsletter 16 (1957, 4, 235). 

The Royal College of Nursing requested Council’s opinion as to the 
legality of a state-registered nurse presuming the death of a patient and 
proceeding with the last offices before the death had been certified. This 
matter was referred to the College solicitor and his opinion was passed to 
the Royal College of Nursing. 

The United Kingdom Committee of the World Health Organization invited 
the College to nominate three representatives to attend its meetings; the 
names of Drs. Annis Gillie, H. L. Glyn Hughes and L. W. Batten were 
put forward to represent the College on this committee. 

The Royal Society of Health asked the College to send two repre- 
sentatives to attend its annual congress held at Folkestone from April 30 
to May 3, 1957. Dr. R. J. F. H. Pinsent and Dr. Richard Scott were 
appointed. At these meetings several speakers referred to the role of the 
general practitioner in the field of preventive medicine. At two sessions 
general practitioners were invited to speak from the platform, bringing to 
the notice of medical officers of health, other local authority health workers 
and those in voluntary welfare organizations the advances in preventive 
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medicine in general practice which it is the duty of the College to foster. 
Dr. B. Halfpenny (Provost of the South-East England Faculty) opened the 
discussion in the hospital section of this Health Congress. 

The Royal Society for the Prevention of Accidents invited the College’s 
cooperation in spreading information about the prevention of industrial 
accidents and accidents in the home. Council agreed that the College could 
help best by publishing this from time to time in its Research News- 
letter. 

The Second World Conference on Medical Education sponsored by the World 
Medical Association to be held at Chicago in 1959. Dr. G. Swift has been 
nominated by the College as one of the possible speakers on “The Place 
of Formal Courses in the Advanced Training of General Practitioners’. 

The British Medical Students’ Association. 'The closest cooperation has 
taken place between the Council and faculties of the College and the 
British Medical Students’ Association. Medical students have been coopted 
to the undergraduate education committees of several faculty boards, and 
two are appointed to the Undergraduate Joint Advisory Committee (of the 
six metropolitan and home counties faculties). The Hon. Secretary of 
Council, Dr. J. H. Hunt, has been appointed a Vice-President of the 
Association. The College sent a subscription to the Association to help with 
the expenses of its meeting with students from overseas in March 1957. 

The Society of Medical Officers of Health has coopted Dr. R. J. F. H. 
Pinsent to its research committee. Dr. G. I. Watson was invited to speak 
on the subject of the College to a meeting of its Southern Branch. 

“The Medical Officers of Schools’ Association has invited the College (with 
the Society of Medical Officers of Health) to take part in an investigation 
into ‘Minor Epidemiology in London’. 

The Association of Medical Records Officers invited Dr. W. G. Daynes, 
as the College representative, to take the chair and to speak at its annual 
meeting held in Brighton in the summer. 

The National Birthday Trust Fund. Dr. E. B. Hickson serves as repre- 
sentative of the College on the steering committee which has been set up 
to organize ‘A National Survey of Perinatal Mortality’. 

The Central Council for District Nursing in London and the Queen’s 
Institute of District Nursing have again invited the College to send a repre- 
sentative to their meetings, and Council has approved of the appointment of 
Dr. J. P. Horder. 

The Institute of Almoners invited the College to appoint representatives 
to discuss “Ihe Use which Medicine wishes to make of Social Work’. 
Dr. Annis Gillie and Dr. G. Swift were appointed to represent the College. 

The London Branch of the National Council of Women of Great Britain 
asked for information from the College regarding mental illnesses in women 
over the age of 60 and their treatment. This was referred to Dr. Trevor 
Howeil, who has special knowledge of geriatrics. 

The Federation of Associations of Mental Health Workers invited the 
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College to send a representative to its annual conference in Blackpool in 
May 1957. Dr. C. A. H. Watts was appointed. 

The National Association for Mental Health invited the College to apply 
for affiliation; Council agreed to this. 

The Scientific Film Association. Dr. W. A. Bullen was again appointed 
the College’s representative on the Scientific Film Association. Council 
agreed to sponsor films for medical audiences or medical students, but not 
those for a wider distribution. 

The Ernest and Minnie Dawson Cancer Trust. Dr. R. J. F. H. Pinsent’s 
name was put forward by Council as the College’s representative to assist the 
trustees of the Ernest and Minnie Dawson Cancer Trust in judging the 
entries for its prize essay—{ 1,500 for the first prize, and {500 for the second, 
to be awarded biennially for an essay on ‘Cancer’ by a general practitioner 
in Yorkshire or Lancashire. 


Other Council News 

Dr. W. N. Pickles was designated a C.B.E. in the New Year Honours 
List, with the citation ‘lately President of the College of General Practi- 
tioners’. The whole College will join Council in congratulating him on this 
well-deserved honour. 

The Incorporation of the College. Council has decided that the time has 
come when the College should apply for its incorporation as a limited 
company. This application will be made to the Board of Trade during the 
coming year. 

Butterworth Gold Medal Essay. ‘Second Opinions’ has been chosen as 
the title for the essay in 1958. “The Science and Art of Prognosis in General 
Practice’ was the title for the 1957 essay, the results of which will be 
announced at the Annual General Meeting on November 16, 1957. 

Trustees of College Property. Dr. F. M. Rose, Dr. Annis Gillie, Dr. H. L. 
Glyn Hughes and Dr. J. H. Hunt have been appointed trustees of College 
property. 

Members and associates empowered to bring matters directly to Council. 
Council would like to remind all members and associates that they are 
represented on Council by their faculty member, that any of them may 
bring matters directly to the notice of Council in writing, and that they 
may be coopted (when appropriate) to certain committees of Council. 

Additional Members of Council. Dr. W. V. Howells and Dr. A. J. Whitaker 
were appointed additional rnembers of Cuuncil (under Article 31) at the 
Council meeting on November 17, 1956. 

The Fourth James Mackenzie Lecture is to be given on the morning of 
November 16, 1957, by Dr. D. M. Hughes (Carmarthen), his title being ° 
‘Twenty-five Years in Country Practice’. 

Prizes. Members of the College have won the following prizes during the 
past year: Sir Charles Hastings Clinical Prize: Dr. E. Ellis Jones (Midland 
Faculty), for an essay on ‘Minor Degrees of Nephritis in the Young’. 
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Charles Oliver Hawthorne Clinical Prize: Dr. J. E. Davies (Welsh Faculty) 
for an essay on ‘Chronic Brucellosis in General Practice’. Walter Dixon 
Memorial Scholarship: Dr. E. Tuckman (South-East England Faculty) for 
research in gastro-intestinal diseases in general practice. Hunterian Gold 
Medal for 1956: Dr. J. Fry (South-East England Faculty) (for the second 
year in succession) for an essay entitled “The Care of the Growing Child 
in General Practice’. Claire Wand Fund Essay Competition: Dr. R. P. C. 
Handfield-Jones (Thames Valley Faculty) and, second prize, Dr. J. K. 
Paterson (East Anglia Faculty) for essays on ‘Organization and Adminis- 
tration of a General Practice, including the design of practice premises 
and the equipment required’. 

Council and Provosts’ Dinner. As in 1955, a dinner, given by members 
of Council and provosts of faculties, will be held in the hall of the Society 
of Apothecaries on the evening of November 15, 1957, to return the hos- 
pitality which has been so gengrously given to the College during the past 
two years by so many individials and organizations. 

Resignation of Dr. }. P. Horder as Medical Secretary. In January 1957, 
Dr. J. P. Horder was obliged, for reasons of ill health, to resign from the 
post of Medical Secretary of the College. He will retain the appointment 
of Honorary Archivist. 

Applications for associateship from newly-qualified doctors. 176 applications 
for associateship of the College were received during the year from newly- 
qualified doctors in the United Kingdom and Eire, in response to a letter 
from the President. 

Once again Council would like to thank Commander A. E. P. Doran, 
Dr. Sylvia Chapman, Miss E. Petree, Mrs. D. I. Phillips and Miss S. 
Gresham for all their hard and excellent work in the central office, in cramped 
quarters and often under considerable difficulties, during the past year, 
also Mrs. W. Rollason for her work in the office of the research com- 
mittee in Birmingham. 

Committees of Council 

A report of the work of the Undergraduate Education Committee of 
Council will be found on page 19, the Postgraduate Education Committee 
on page 21, the Research Committee on page 28, the Practice Equipment 
& Premises Committee on page 40, the Board of Censors on page 39, the 
Awards Committee on page 39 and of the Examination Committee on 
page 41. 

The Finance and General Purposes Committee. This committee has met 
seven times between meetings of Council. Its work has been to advise and 
assist the Council of the College on all matters of finance, to consider and 
advise on all matters concerning the organization of the College and its 
faculties, to exercise executive powers on behalf of Council when Council 
was not in session, and to make recommendations on all matters not covered 
by other committees of Council. Its recommendations, which have been 
confirmed by Council, are included in other parts of this annual report. 
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Its financial decisions are reported in the College’s Financial Report for 
1957. 

Chairman, F. M. Rose; Vice-Chairman, Annis Gillie; Hon. Secretary, J. H. 
Hunt; Members, L. W. Batten, K. M. Foster, I. D. Grant, J. H. Grove-White, 
R. Harkness, H. L. Glyn Hughes, J. M. Henderson, R. M. S. McConaghey, 
R. J. F. H. Pinsent, G. Swift, G. I. Watson. 

A Publications Sub-Committee, appointed ‘to advise and assist the Finance 
and General Purposes Committee on all matters concerned with publica- 
tions’, met twice. 

Chairman, R. M. S. McConaghey; Vice-Chairman, G. 1. Watson; Hon. Secretary, 
J. H. Hunt; Members, Annis Gillie, H. L. Glyn Hughes, R. J. F. H. Pinsent, 
F. M. Rose, G. Swift. 


The Research Newsletter 

The Research Newsletter goes from strength to strength. Council is 
again indebted to Dr. R. M. S. McConaghey for all the hard work he has 
done during the year as its editor, and also to Dr. J. F. Burdon who has 
joined him as assistant editor. 

College reports, lectures and prize essays published in these four issues of 
the newsletter included a memorandum on ‘General-Practitioner Maternity 
Services’ (evidence submitted to the Committee of Inquiry of the Ministry 
of Health into the Maternity Services of England and Wales), together with 
a supplementary memorandum published later; the third James Mackenzie 
Lecture on ‘Family Doctors; their Heritage and their Future’ by Dr. I. D. 
Grant; the winning 1956 Butterworth Gold Medal Prize Essay on “The Care 
of the Elderly in General Practice’ by Dr. R. G. Gibson, and a report on 
‘The Training of Assistants’ (an analysis of replies to a questionary from 
the Postgraduate Education Committee of Council). 

Reports of meetings included the Research Symposium held on November 
18, 1956, with its three main papers—‘Some Problems Arising from a 
Streptococcus Survey’ by Dr. E. Tuckman, ‘On Studying the Commonest 
Diseases’ by Dr. R. E. Hope-Simpson, and ‘Some Thoughts on Research’ 
by Professor Robert Platt. 

Descriptions of College-sponsored investigations included: 

A report of the Epidemic Observation Unit on ‘Bornholm Disease’, and reports 
on ‘Asthma in Childhood’, ‘Rubella in Pregnancy’ and ‘The Influenza Spotting 
Scheme’. 

Faculty-sponsored investigations included: 

‘Bornholm Disease in South-East England’ (by the South-East England Faculty), 
‘Hypertension in General Practice’ (by the Northern Home Counties Faculty), 
and ‘A Survey of Unrecorded Cases of Cancer’ (by the Yorkshire Faculty). 

A clinical report was published on “The Complications of Measles’, 
Part II. 

Among the enclosures this year were an obstetric record card (of which 
over 20,000 copies have already been sold) and a supplement to Research 
Newsletter 14—‘An Obstetric Survey’ by members and associates of the 
South-West England Faculty, which was sent to all members and associates 
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of that faculty, to other members and associates on request, and which was 
on sale (price 6s.). 
Gifts 
The College is still further indebted to its generous anonymous donor 
for providing it with a house at 41 Cadogan Gardens, Sloane Square, 
London, S.W.3, which will serve as the College headquarters for the next 
few years, until its permanent home in Lincoln’s Inn Fields becomes a 
reality (see page 5). Council would like to express its added gratitude to 
him for this. It would also like to thank: 

Dr. I. D. Grant for a cheque for the purchase of a distinctive badge 
—a gold bar encircled by a laurel wreath—to be worn by Past- 
Presidents at College meetings. 

The Nuffield Provincial Hospitals Trust for £4,450 towards the 
expenses of the chronic bronchitis survey. 

Messrs. Upjohn of England Ltd. for fifteen annual travelling fellow- 
ships of £200 each for members of the College (see page 27). 

Messrs. Pfizer Ltd. for the annual Pfizer Postgraduate Grant (of 
£960 this year) ‘to encourage the continuing education of members 
and associates’ (see page 22). In Australia, Messrs. Pfizer Pty. Ltd. 
have also given each faculty of the College the expenses of an inter- 
state lecturer, the cost of printing and also an entertainment allowance 
for postgraduate weekends. 

The Public Welfare Foundation Inc. of the U.S.A. for $goo for 
prizes for medical students (see page 20). 

Messrs. Geigy Pharmaceuticals Ltd. for the offer of a chain and badge 
of office for the President of the College; for four framed photographs 
of the President and Mrs. Grant and the Lord Mayor and Lady 
Mayoress of Manchester (which have been presented to the President, 
Council, the Scottish Council and to the North-West England 
Faculty); for printing the North-West England Faculty Journal, and 
for meeting the expenses of printing 5,000 copies of Dr. J. H. Hunt’s 
Lloyd Roberts Lecture for distribution to members and associates of 

bi the College. 
Hl Messrs. Bayer Products Ltd. for £100 to the Research Fund. 
Four American Foundations (Blauner, Lombardy Foundations Inc., 
David Schwartz Foundation Inc., Harry Fleisher Foundation Inc., 
Frank J. Doft Foundation Inc.) and industrial firms (Audrey Lee 
Classics Inc., Cadillac Textiles Inc., Raynes Realty Corporation, 
Benjamin Nadel) for a grant of $1,150 towards the cost of asthma 
research being carried out by Dr. Nora McNally (East of Ireland 
Faculty). 
Messrs. Glaxo Laboratories Ltd. for a donation to the North Midland 
Faculty towards the cost of the statistical analysis of questionary cards 
for its tonsillitis project. 


Messrs. Menley & Fames Ltd. for publishing the South London 
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Faculty Gazette, and Messrs. May & Baker Ltd. the Welsh Faculty 
Journal. 


Mr. Aaron Cohen (Melbourne) for a donation of £200 for the pur- 
chase of office equipment for the newly-formed Victoria Faculty; and 
also for £ 175 annually for three prize essays written by general prac- 
titioners in Australia on ‘How to keep healthy: Preventive Medicine for 
the Layman’. 

Messrs. Parke Davis & Co. Ltd. for paying the travelling expenses 
of a lecturer for the Western Australia Faculty weekend. 

Dr. }. Murray Scott (Sunbury-on-Thames) for a James Mackenzie 
polygraph. 

Dr. ¥. D. Craig (Ormskirk) for a document of ‘Assignment of 
Apprenticeship to a Surgeon’ dated April 21, 1840. 

Dr. H. H. Leeson (Worthing) for a copy of The Lancet from Vol.I, 
of 1847. 

Dr. Nora Proctor-Sims (Tiverton) for ‘Clinical Lectures and Essays’ 
by Sir James Paget. 

Dr. G. H. M. Franklin (Prees, Shropshire) for a set of The Prac- 
titioner, January 1947-December 1954. 

Dr. F. Squire (Henfield, Sussex) for a collection of books, 23 of them 
published before 1g00. 

Dr. C. H. Fohnson (London) for a monograph on the ‘History of 
Circumcision’. 

Dr. G. H. Fisher (Winchester) for a set of phlebotomy knives from 
Miss Lucy Jones (Stonehouse). 


The editors of many medical journals have printed College notices, 
and several others have sent the College their publications. Council 
acknowledges these with gratitude, and again records its special thanks to 
the editors of The Practitioner for publishing the College’s Annual Report 
as a supplement to the December issue. 


II.—UNDERGRADUATE EDUCATION 


The Undergraduate Education Committee of Council has furthered the 
policy laid down by its predecessors—bringing the work of the College to 
the attention of medical students, devising means of assisting teaching hos- 
pitals which are interested in schemes for student-attachment to general 
practitioners, and encouraging liaison between the regional faculties of the 
College and medical schools. While the College, through its faculties, has 
much material help to offer, it is still at the stage where it must inform 
itself more about current trends in undergraduate education. The success 
of this aspect of the College’s work will depend ultimately on the contri- 
bution which each regional faculty can make in promoting the interests of 
its local teaching hospital. While this committee is always willing to 
examine proposals submitted to it by a faculty or by a medical school, and 
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where necessary to give a lead, the initiative has been left as far as possible 
with the undergraduate education committees of the boards of faculties. 

The following have been the major activities of the committee during 
the past year. 


Conference on Undergraduate Education 

A successful Conference on Undergraduate Education was held in London 
on October 28, 1956. Each faculty in the United Kingdom was invited to 
send a representative and to bring, as guests of the College, one student 
from each medical school. The conference was well attended, and the 
standard of speaking was high. A feature of the conference was the thought- 
ful and sometimes eloquent contributions made by the students them- 
selves. The conference did not seek to pass resolutions; but the general 
impression of members of the College who attended it was that they had 
learned a great deal from the students themselves, and from hearing of the 
variety and range of faculty activities. The students were agreed that they 
would like to learn more about the work of family doctors. 


Liaison with Student Bodies 

Many faculties have already established formal and informal contacts 
with students. On the recommendation of this committee, Council has 
decided that the representative of the British Medical Students’ Association 
who serves as a coopted member of the Undergraduate Education Com- 
mittee of Council shall act, in future, as liaison officer between the College 
and the British Medical Students’ Association. The committee is of the 
opinion that this has already proved a most valuable means of promoting 
liaison between the College and the Association. The honorary secretary 
of Council has been appointed Vice-President of the British Medica 
Students’ Association. 


Public Welfare Foundation Prizes 

Eight prizes of £40 each were generously given to the College by the 
Public Welfare Foundation. One of these prizes was reserved for the 
Council of the College in Australia, and another for New Zealand. The 
six remaining prizes were awarded on the result of a competition open to 
all senior medical students in the United Kingdom and Eire. Applicants 
were required to submit an account of the clinical and social problems 
presented by a patient to whom they had been introduced by a family 
doctor, and whom they had seen on at least three occasions in the general 
practitioner’s consulting room or in the patient’s home. 

The Undergraduate Education Committee of Council has been given the 
task of adjudicating this competition, the results of which will be announced 
on November 16, at the Annual General Meeting. The competition has 
aroused considerable interest on the part of students, and several congratula- 
tory letters, enquiries and suggestions have been received from deans of 
medical schools. 
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College Undergraduate Teaching Register 
A questionary has been sent to every member and associate of the College 
in the United Kingdom and Eire, inviting doctors who are willing to have 
students visit them to furnish information about themselves and their 
practices. This information will provide the basic information from which 
will be compiled a National Register of Family Doctors Willing to Take 
Students. It is proposed that this register be sent to every medical school 
in the United Kingdom and Eire. To date, over 1,200 names have -been 
received. Of this number more than 450 general practitioners are willing 
to have students spend a consecutive period of a week or more in their 
practices; the remainder are willing for students from the nearest medical 
school to visit their practices, on a day-to-day basis, on a number of occasions 
each year. It is hoped to have the register completed during the next academic 
session. 
The Undergraduate Education Committee of Council 
Chairman: Richard Scott 
Vice-Chairman: G. O. Barber 
Hon. Secretary: T. O. McKane, hon. secretary, Undergraduate Joint Advisory 
Committee (coopted) 
Members: H. H. A. Elder, S. Freeman, J. H. Grove-White, W. V. Howells, 
J. P. J. Little, E. A. W. Marien, J. N. M. Parry, R. A. Murray 
Scott, J. F. Sheppard, A. J. Whitaker, J. Campbell Young 
Ex-officio: The President of the College and the Officers of Council 


III.—_POSTGRADUATE EDUCATION 

The Postgraduate Education Committee of Council has met five times 
and has considered a number of subjects. Not only has the committee had 
to deal with problems referred to it by Council but, in addition, there has 
been an increasing demand for help and advice from members and associates, 
and from faculty boards. 

It is apparent that there is a large and growing demand on the part of 
general practitioners, both within and without the College, for postgraduate 
study. Throughout Great Britain, many courses—intensive, extended and 
weekend—are being arranged by universities and medical schools each year. 
One of the principal functions of the postgraduate education committees 
of Council and of faculty boards is to use their influence to ensure not only 
that enough courses are being held, but also that they are on the right 
subjects, held in the right places and at the right times of year. 

Recent experience suggests that there is an increasing demand for 
instruction in some of the special branches of medicine, in which courses 
are not yet provided. Usually, members prefer courses in their own area 
or at their old teaching hospital; but many prefer to go further afield and 
hear the teaching of other medical schools. Others have suggested that 
they would like to attend long extended courses planned, for example, for 
a week each year over several years. 

With the cooperation of faculty boards the Postgraduate Education Com- 
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mittee of Council hopes to solve these and other problems. It is encouraging 
to hear that friendly relations exist between so many faculty boards and 
their local universities and medical schools who are ready to consider, 
favourably, suggestions for new courses. The committee hopes that all 
faculty boards will inform the central office, as soon as they can, of courses 
to be held in their areas, so that the list of forthcoming courses can be kept 
up-to-date for the whole country. It invites members to make their post- 
graduate educational requirements known, either to the officers of their 
faculty boards or to the central office. In this way, the College will record 
the difficulties that members experience in finding courses suited to their 
purposes, and will be able to help resolve them. 


Postgraduate Educational Activities in the Faculties 

The various ways in which the regional faculties of the College are 
developing their postgraduate educational work are steadily increasing. 
Each faculty has its own problems, which depend on its geographical 
size, on the distribution of its members, and on whether or not there are 
suitable local arrangements for postgraduate educational study. Con- 
sequently, the pattern of postgraduate activities varies greatly from faculty 
to faculty. The postgraduate education committees of some faculty boards 
have met 4 to 6 times during the year. The success of the numerous pro- 
grammes which were arranged by faculties in 1955-56 is reflected in the 
fact that most of them have been repeated in 1956-57, but with different 
speakers and subjects. The Postgraduate Education Committee of Council 
wishes to record its appreciation of the excellent work which the post- 
graduate education committees of so many faculty boards have carried out 
in their areas during the past twelve months. . 

The Pfizer Postgraduate Grant. For the first time, each of the 32 faculties 
which were in being at the beginning of the year has received £30 from the 
Pfizer Postgraduate Grant. This has been most welcome, and has enabled 
faculties to carry out more ambitious programmes than they could do before. 
‘Pfizer Lectures’ have been held in the Northern Home Counties, South- 
West England, North Midlands, North-West England, North-East England, 
Merseyside & North Wales, Welsh, West of Scotland, Northern Ireland 
and New South Wales Faculties. The distinguished speakers who have 
delivered these lectures have included Professor Sir Francis Fraser, Dr. 
I. D. Grant, Lady (Isobel) Barnett, Dr. H. R. Vickers, Professor Harvey 
Evers, Professor W. I. C. Morris, Professor A. G. Watkins, Dr. R. E. Hope- 
Simpson, and Professor D. C. Morden (of the University of California 
School of Medicine). These lectures have been a great success and have 
been attended by large audiences, mostly general practitioners. The West 
London Faculty has arranged three lectures each year on subjects particularly 
suitable for general practitioners, one to be given at each of its three 
affiliated teaching hospitals. 

Other faculties have used their postgraduate grants for arranging symposia 
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on a variety of subjects (North London, South-East England, Yorkshire). 
Others have arranged weekend courses (Thames Valley, Midland, Queens- 
land, Western Australia and Victoria). One faculty has put its Pfizer grant 
towards the cost of making films on general practice (South London). One 
has used it for an investigation into obstetric practice in Scotland (South- 
East Scotland), sending a questionary to all general practitioners practising 
obstetrics in that country. Another faculty has used the grant for the 
purchase of books on general practice for those who lecture to undergraduate 
medical students (West Ireland). 

Cooperation with other post,raduate educational bodies. Several faculty 
boards are represented on the postgraduate committees of their local 
universities or medical schools, often with a reciprocal arrangement for the 
cooption of a university representative to the faculty board or its post- 
graduate education committee (North-East England, West of Scotland, 
North-East Scotland, New South Wales, Victoria and Otago). Many other 
faculties, too numerous to mention, have arranged postgraduate courses in 
cooperation with their university or medical school authorities. The Canter- 
bury Faculty is represented on the committee of the Canterbury Medical 
Library in New Zealand. Dr. G. F. Abercrombie has again been appointed 
to the governing body of the British Postgraduate Medical Federation. 

Other postgraduate activities of faculties in England. Of special note have 
been the weekend courses in South-East England, in South-West England 
(in cooperation with the University of Bristol) and in the Midlands (with 
the Universities of Birmingham and Sheffield). In North-West England 
Sunday morning lecture-demonstrations and other lectures have been arranged 
hy the faculty in cooperation with the university, teaching hospital staff, 
hospital medical advisory committees and local medical associations such 
as the Manchester Regional Dermatological Association. ‘Twenty-four 
members of the North Midlands Faculty attended a 54-day course in 
clinical medicine, surgery and obstetrics in Shefficld in September 1956. 
This was planned by the Sheffield University Postgraduate Committee, 
with two members of the faculty board coopted. The Midland Faculty 
helped the University of Birmingham to organize a series of successful 
postgraduate courses in Birmingham, Worcester and Coventry. The 
North-West England Faculty held a one-day course, and the Hull Sub-faculty 
held eight most successful clinical meetings during the year. The Midland 
Faculty is making a special study of the training of the trainee general prac- 
titioner, and it is planning a memorandum for the guidance of trainers. 
The South London, East Anglia, North-West England and North-East 
England Faculties have published faculty newsletters, news-sheets, gazettes 
or journals, each with reports of lectures or clinical meetings. The South- 
East England Faculty has produced a new edition of its Postgraduate 
Handbook which gives information about Ministry of Health grants and 
allowances, about the programmes arranged by the British Postgraduate 
Medical Federation of the University of London, B.M.A. Divisions and 
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medical societies in the faculty area. 

In Wales, 957 attendances of 252 practitioners are recorded at 57 Sunday 
morning meetings which have taken place in 17 different hospitals; 66 per 
cent of the members anid associates of the College practising in these areas 
have attended (63 out of 103). 

In Scotland, 129 practitioners have attended Sunday morning ward rounds 
in Edinburgh, Bangour and Kirkcaldy hospitals, which have been highly 
successful. One-day courses in obstetrics, pediatrics and cardiovascular 
diseases, and a half-day course in social medicine, have also been held. 
A study group of associates has reported on ‘What help the young doctor 
needs, to get on in general practice’. In Glasgow, Sunday morning courses 
have been held once a month in four hospitals, with more than 1000 attend- 
ances by between 25 and 35 members and associates of the College. One- 
day meetings have also been held at three hospitals. The University of 
Glasgow and the Royal Faculty of Physicians and Surgeons of Glasgow 
have agreed to sponsor these courses, so long as the College organizes and 
arranges them and makes them open to all general practitioners in the 
district. The university has accepted responsibility for paying the teachers, 
and for other administrative expenses. Three intensive courses are also held 
each month. In North-East Scotland, 14 Sunday morning lectures have been 
held in Aberdeen, and 41 doctors attended the first eight in the autumn of 
1956; these included 15 members and associates of the College. Thirty 
doctors attended a series of six lectures in the summer of 1957, 17 of them 
being members and associates of the College. 

In Northern Ireland, five Sunday morning ward rounds were held in 
two hospitals. 

In Eire, a spring course of five Saturday morning sessions on ear, nose 
and throat diseases was held in Dublin, with an autumn course of eight 
such sessions on respiratory diseases and diseases of the blood. Special 
courses have also been held for those interested in particular subjects. 
In Galway, the West Ireland Faculty has been pressing for the develop- 
ment of a department of postgraduate studies in the medical school, and in 
South Ireland two evening meetings have been held in Cork and a weekend 
clinical meeting in Killarney. 

In Australia, the New South Wales Faculty held a postgraduate course 
at Lismore. This faculty has arranged for the training of third-year resident 
medical officers in general practice, attaching them for two months to a 
member of the College. During the first of these months they are paid by 
their teaching hospital; during the second month they work in the practice 
as a locum tenens, the usual fee being paid by the doctor through the 
hospital. This faculty has issued a report on the training of general practi- 
tioners in anesthetics to the Postgraduate Committee in Medicine of the 
University of Sydney. The Queensland Faculty has held a postgraduate 
weekend. It has been pressing for general practitioners interested in anzs- 
thetics, obstetrics, etc., to be able ti. work for periods up to three months in 
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a teaching hospital, for correspondence courses for isolated general practi- 
tioners, and for a review of the surgical training of family doctors. The 
Western Australia Faculty has arranged study circles, monthly meetings and 
postgraduate weekends. 

In New Zealand, the Canterbury Faculty has arranged Sunday morning 
clinical meetings with three papers read at each, together with a session of 
‘Any Questions?’. 

In Kenya, the faculty is represented on the Postgraduate Training Board 
of Kenya. 


The Postgraduate Joint Advisory Committee 

Chairman: H. N. Levitt; Vice-Chairman: D. 1. Finer; Hon. Secretary: 
J. C. G. Evans; Members: A. S. Bookless, H. H. A. Elder, M. Gillard, 
E. G. Housden, J. H. Hunt, S. Long, Freda Lucas, M. Marcus, H. S. 
Pasmore, S. M. Pruss, E. Seal, G. Swift. Coopted Member: D. C. Bowie 
(Regional Adviser, British Postgraduate Medical Federation.) 

The terms of reference of the Postgraduate Joint Advisory Committee 
are: “To coordinate and advise on activities common to the Metropolitan 
and Home Counties Faculty Boards with regard to postgraduate education’. 

Since it was formed on July 21, 1956, this committee has held five meet- 
ings at which problems common to the six faculties have been discussed. 

The association of these faculties with the London teaching hospitals has 
been rearranged and finally agreed upon. Each faculty is now establishing 
a close relationship with its chosen hospital(s). 


North London Faculty Middlesex Hospital 
Royal Free Hospital 
South London Faculty King’s College. Hospital 


Westminster Hospital 
St. George’s Hospital 
East London Faculty The London Hospital 
West London Faculty St. Mary’s Hospital 
Charing Cross Hospital 
The West London Hospital 


South-East England Faculty Guy’s Hospital 
St. Thomas’s Hospital 
Northern Home Counties Faculty University College Hospital 


St. Bartholomew’s Hospital 

The Postgraduate Information Diary is published each month and sent 
to all members and associates in the six faculties, as well as to hospitals 
and other interested individuals and organisations. The diary has now 
been put on a sound financial basis with the introduction of suitable 
advertisements. Council is grateful to Dr. H. N. Levitt for all the work 
he does as its editor. 

The Postgraduate Joint Advisory Committee organized a joint conference 
with the Society of Psychosomatic Research on behalf of its six faculties. 
The conference, which was held on October 5-6, 1957, discussed ‘Stress 


- Problems in General Practice’. Other subjects discussed by the committee 
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have included possible criteria for continuing membership of the College, 
and extended courses of study throughout the year. 


The Questionary on the Continuing Education 
of General Practitioners 
This questionary was sent to all members and associates in the autumn 
of 1955, and subsequently to all new members and associates joining 
before December 31, 1955. In the annual report for 1956 the result of the 
preliminary analysis of the replies was published. The laborious task of 
analysing these replies has now been completed. A series of eight articles is 
being written by Dr. R. Harkness and Dr. Valerie Graves on behalf of the 
Postgraduate Education Committee of Council for publication in the 
Research Newsletter. Each article will cover a different subject, and will 
form a permanent record of the opinions and experiences of a group of 
1,664 general practitioners who were in active practice in the British Isles 
in the autumn of 1955. These articles should be a valuable contribution to 
the literature of general practice; they will cover the following subjects :— 
Pre-registration Training, including training for general practice, both in hospital 
and in practice (Section I of the Questionary) (Research Newsletter, 1957, 
151). 
The - of Assistants, with particular reference to the Trainee-Practitioner 
Scheme (Section II) (Research Newsletter, 1957, 4, 242). 
Postgraduate Study for Principals (Section IIT). 
Postgraduate Study in Obstetrics (Section IV). 
Ancillary Help (Section V); Minor Surgery (Section VI); Pathological Laboratory 
Services (Section VII); and Diagnostic X-ray Services (Section VIII). 
General-Practitioner Hospital Service (Section IX); and Hospital Sessional Work 
(Section X). 
Special Interests in Practice; Additional Activities within the Profession (Section 
XI); and Postgraduate Teaching by Practitioners (Section XII). 
The questionary has now fulfilled its purpose, and will no longer be sent 
to members and associates as they join the College. 


Evidence submitted to the Cranbrook Committee of Inquiry into 
the Maternity Services of England and Wales 

After consideration of this matter by the faculties, and by a subcommittee 
of the Postgraduate Education Committee of Council, the written evidence 
submitted by the College to the Cranbrook Committee on October 24, 1956, 
was published in Research Newsletter No. 13. In addition, Drs. Annis C. 
Gillie, G. F. Abercrombie, R. A. Murray Scott and E. B. Hickson appeared 
before the Cranbrook Committee on December 13 and gave oral evidence 
on behalf of the College, which appeared to be well received. Subsequently, 
a supplementary memorandum was prepared, in amplification of certain 
questions addressed to the deputation, which was submitted to the com- 
mittee of inquiry on January 31, 1957, together with ‘An Obstetric Survey’ 
by the members and associates of the South-West England Faculty. This 
supplementary memorandum was published in Research Newsletter No. 15. 

The members of the subcommittee were:— Annis C. Gillie (Chairman), G. F. 
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Abercrombie, K. M. Cobban, R. Harkness, E. B. Hickson, E. G. Housden, J. H. 
Hunt, F. Charlotte Naish, J. C. T. Sanctuary and R. A. Murray Scott. 


The Upjohn Travelling Fellowships for Postgraduate Study 

Messrs. Upjohn of England Limited have most generously offered 
£3,000 a year to provide travelling fellowships for members of the College 
resident in the British Isles. These fellowships will be presented in the 
following proportions: England, 10; Scotland, 3; Wales, 1; Northern 
Ireland, 1, and they will provide for not less than two weeks’ postgraduate 
study at the practitioner’s old teaching hospital or at any other hospital, 
clinic, or health centre of his choice in the British Isles. They must not 
overlap with Ministry of Health grants for postgraduate study. The names 
of the successful applicants for the 1957 fellowships will be announced at 
the annual general meeting of the College on November 16, 1957. Council 
has invited its postgraduate education committee to consider the number 
and distribution of these fellowships and the conditions under which they 
will be granted in future years, Details of the 1958 fellowships will be 
announced in the medical press and in the Research Newsletter. 


Opportunities for Study Overseas 

The annual general meeting of the College in November 1956 passed 
a resolution inviting Council to investigate opportunities for members and 
associates to study overseas. There are many exchange scholarships and 
travelling fellowships open to specialists and to research workers; but there 
are, at present, few opportunities for general practitioners to study in other 
countries. Enquiries have shown that, so far, there has been little demand 
by family doctors for postgraduate study overseas; but this demand will 
almost certainly increase in future, and it is hoped that reciprocal arrange- 
ments may be possible with general-practitioner organizations overseas. 
The committee is studying this problem and tentative negotiations have 
begun for financing overseas travelling fellowships for members of the 
College. The Ciba Foundation already awards ‘Anglo-French Bursaries’ 
annually, which are open to all medical practitioners for two months’ 
study in France. The director of this Foundation has agreed to send the 
College early notice concerning next year’s bursaries, so that members 
and associates of the College may apply. 


Higher Degrees and Diplomas in Special Subjects Obtained by 
General Practitioners 

Since its foundation, the College has stressed the value to a general 
practitioner of possessing a higher degree or diploma. In some cases these 
have been gained before the doctor has entered general practice; but many 
family doctors have worked for and obtained them while in active general 
practice. There are few better, more stimulating or rewarding, methods of 
postgraduate education than working for a degree or diploma, with a syllabus 
upon which to base both clinical work and study. It is disturbing to find, 
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however, that the regulations for some of these diplomas have been altered 
recently, in such a way that it is becoming increasingly difficult, even 
impossible, for a doctor in active general practice to qualify for them. 
Some faculties have suggested that there should be more diplomas in par- 
ticular subjects specially suited for general practitioners—like the D.Obst. 
R.C.O.G. These matters are important for the future of general practice. 


Cooperation with Other Bodies 

Professor Sir Francis Fraser, and his staff at the British Postgraduate 
Medical Federation of the University of London, have continued to be 
most friendly and helpful. This year we are particularly indebted to them 
for arranging six courses to be held during the week of the annual general 
meeting of the College—two general courses of five days each, and four of 
two days (in four special subjects). These will be open to all general prac- 
titioners whether or not they belong to the College. If they are as popular 
and as successful as it is hoped they will be, they will be repeated in a more 
ambitious form in future. 

It is not possible to mention here all the universities, teaching hospitals, 
and regional hospitals which have helped the College during 1957. The 
British Medical Association, with its International Medical Advisory 
Bureau, has at all times been most ready with advice and help. To all these, 
and to many other individuals and organizations, the Committee expresses 
its warmest thanks. 

The Postgraduate Education Committee of Council 
Chairman: G. Swift 
Hon. Secretary: R. Harkness 
Hon. Registrar: H. N. Levitt (coopted) 
Editor of Postgraduate News: H. H. A. Elder 
Members: L. W. Batten, J. Fry, W. S. Gardner, J. M. Hunter, 
J. P. J. Little, R. Scott, R. A. Murray Scott, J. F. 
Sheppard, G. Swapp 
Coopted Members: Valerie Graves, E. B. Hickson 
Ex-officio: The President of the College and the Officers of 
Council 


IV.—RESEARCH IN GENERAL PRACTICE 
The College Research Organization 

The Research Committee of Council has been further reinforced by 
Drs. R. J. Minnitt and R. E. Hope-Simpson. Dr. Beatrice Watts has been 
co-opted to the committee, to assume charge of the Research Register. 
The committee welcomes the formation of the Research Committee of the 
Council of the College in Australia, under the chairmanship of Dr. J. G. 
Radford. 


PUBLICATIONS 
Postal discussion has been developed further, draft protocols of investi- 
gations and projects being duplicated and circulated to those on the research 
committee. Consolidations of comments on research problems are prepared 
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PRO-BANTHI " IN ULCER HEALING 





Fic. 1. “ But X-ray study at this time still 
revealed the ulcer niche.” 





the niche was no longer 
visible radiologically or gastroscopically.” 


Fic. 2. In ten weeks 


Clinical Report on Pro-Banthine 


The case-history below of ulcer on the gastric side of gastro- 


jejunal stoma reveals significantly the high potency in low dosage 


of the well-tolerated anti-cholinergic agent, Pro-Banthine. 


M. D., female, age 48, had a posterior gastro- 
iejunostomy fourteen years previously for 
duodenal ulcer. Nine months prior to her 
tirst visit severe intractable pain recurred and 
a subtotal gastrectomy was performed at 
another hospital. She remained well for a 
few months and then because of recurrence 
of severe pain and marked weight loss, she 
was referred for treatment. X-ray study 
revealed a large ulcer niche on the gastric side 
of the anastomosis. Antacids and sedatives 
gave no relief from pain. She was given 
45 mg. of Pro-Banthine four times a day and 
within seventy-two hours was able to sleep 
through the night for the first time in weeks 
After two weeks of Pro-Banthine treatment 
the patient felt completely well, but X-ray 
study at this time still revealed the ulcer niche 
(Fig. 1). After a further ten weeks’ treatment 
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the niche was no longer visible radiologically 
or gastroscopically (Fig. 2). In the five months 
prior to the report she was maintained on 
30 mg. of Pro-Banthine four times daily 
without any recurrence of symptoms. 

Pro-Banthine is the safe, potent anti- 
cholinergic agent which effectively controls 
excessive parasympathetic activity in the 
gastro-intestinal and genito-urinary tracts. 

Pro-Banthine tablets containing 15 mg. of 
propantheline bromide are available in bottles 
of 40, 100 and 1000 tablets. 

Parenteral Pro-Banthine is available in vials 
containing 30 mg. of propantheline bromide 
as a dry sterile powder, in boxes of 6 and 
25 vials, for injection where needed. 

Pro-Banthine with phenobarbitone tablets 
(15 mg. of each) are available in bottles of 
40, 100 and 1000 tablets. 


Recistered Trade Mark 


PB : P87 
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In gastro-intestinal 
conditions... 





When solid food is out of the question — in diarrhoea 
due to food poisoning or other intestinal infection — 


frequent sips of Lucozade, so easily assimilated, will do 
much to maintain the patient’s strength and morale. 
Lucozade has all the qualities of glucose combined with 
a refreshing palatability that makes it acceptable in all 
circumstances of weakness and exhaustion. 





Lucozade requires no preparation. 
It is a lightly carbonated glucose 
solution with an attractive golden 
colour and a pleasant citrous LU CcCoZ AD E 
flavour. The liquid glucose con- 


tent is 23.5% w/v or about 21 
calories for each fluid ounce. 
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for the guidance of the originator of each proposal. This method is used 
by the full committee and also by working parties. The spread of infor- 
mation has been improved by two circulars—Progress Report and Between 
Ourselves. Progress Reports are summaries of the research committee’s 
reports to Council, and to the chairmen and secretaries of research com- 
mittees of faculty boards. Between Ourselves is a confidential circular 
to those on the research register, containing accounts of projects in the 
planning stage, as well as other items not appropriate to the Research 
Newsletter in its present form. 


THE RESEARCH REGISTER 

There has been a steady increase in the size of the Research Register, 
on which there were the names of over five hundred and fifty practitioners 
on July 31, 1957. Many of those now joining the register are associates of 
the College. More doctors practising in Scotland have put their names on 
the registei, and this has enhanced its geographical value; similar registers 
will be formed connected with overseas councils and faculties of the 
College. 

An analysis of the interests expressed by those on the research register, 
together with an account of the register and its value as a research tool has 
been published by Dr. C. A. H. Watts and Dr. K. W. Cross (Brit. med. F., 
1957, i, 1112). 

THe ReszaRCH SYMPOSIUM 

Over a hundred members and associates of the College, and distin- 
guished guests, attended the Research Symposium held in London, at the 
Imperial Hotel, on the day following the annual general meeting, 1956. 
The symposium was entitled ‘Ways and Means in General-Practitioner 
Research’, and the principal speakers were Dr. R. E. Hope-Simpson of 
Cirencester, Dr. E. Tuckman of St. Mary Cray, and Professor Robert 
Platt of Manchester University and a member of the Research Advisory 
Panel of the College. 

THE RESEARCH NEWSLETTER 

During the year four numbers of the Research Newsletter (completing 
Volume IV) have been printed and circulated to all members and associates 
of the College (see page 17). 


DOCUMENTATION IN GENERAL PRACTICE 

During the year the committee discussed numerous aspects of recording 
information in general practice, with particular reference to the use of 
records in research. A working party completed the design of an Obstetric 
Record Card and arranged its introduction to the profession. More than 
twenty thousand copies of this card are already in use; a modification in 
later printings has encouraged its adoption by local authorities. 

A Clinical Summary Card, to be used in conjunction with the National 
Health Service medical record envelope, has reached an advanced stage of 
planning. The further development of this card will be undertaken by the 
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Practice Equipment & Premises Committee of Council. The two committees 
are also discussing a card for recording vaccinations, immunizations and 
other prophylactic procedures. 

In many studies in general practice an accurate knowledge of the distri- 
bution of patients by age and sex is essential. Discussions are taking place 
with the Ministry of Health, and it is hoped that those who wish to obtain 
an accurate age/sex distribution for any investigation will be helped to do so 
by their executive councils. 


Tue CoLiece Recorps UNIT 

The planning of this unit was advanced considerably during the year. 
A pilot survey was undertaken, over a period of three months, in the 
practices of twelve members on the research register. The object of the trial 
was to determine whether the continued recording of information on 
morbidity was possible under different conditions. At the same time a trial 
was made of a new diagnostic classification, designed by the working party 
to meet the circumstances of general practice. This classification, under 
seventy headings, was related as closely as possible to the International Classifi- 
cation of Diseases. It had been recognized that many different terms were 
used by practitioners in recording a diagnosis. An attempt was made to 
measure this between-observer variation, as well as to assess the degree of 
accuracy with which a diagnosis could be made. 

Analysis of the material collected during the pilot survey is being under- 
taken by Dr. K. W. Cross, in the Department of Medical Statistics, Birm- 
ingham University, and a report is to be prepared for publication. Numerous 
difficulties were brought to light during the course of this trial of method, 
and adjustments will be made to overcome them. Continued recording of 
morbidity information is practicable; it must now be shown that this in- 
formation can be translated quickly into terms suitable for publication, so 
that it may be of use to other research workers. The members of the re- 
search committee concerned in the planning of this unit believe that, if the 
support they need is forthcoming, ihe College Records Unit might before 
long begin its work. 


‘THERAPEUTIC RESEARCH 

The Council of the College has decided that for the time being it should 
not, itself, undertake therapeutic trials of new substances in general practice. 
We know, however, that many manufacturers are anxious to arrange clinical 
trials of their new preparations, and that in some of these investigations they 
have been helped by general practitioners. One company kindly supplied 
Council with a list of its panel of family doctors. Out of 103 names, all 
but 15 were members or associates of the College. This means that many 
doctors in the Colleze are already committed to work on therapeutic trials. 
The College has a duty to them and to the pharmaceutical firms to discover 
ways and means of helping both. Ethical and legal problems, as well as 
scientific, have come up for consideration. 




















COLLEGE OF GENERAL PRACTITIONERS jl 


Council decided that its research committee should be free to enter into 
discussions with any pharmaceutical firm which might put up to the 
College a proposal for a clinical trial. The object will be to study the plan, 
point out any foreseeable difficulties and try to suggest ways of removing 
these or making other improvements. When the technical and statistical 
details of the plan appear to be satisfactory, the proposed trial can be 
brought to the notice of members on the research register of the College; 
but it will be left to each doctor, himself, to decide whether or not to 
communicate with the company about joining its trial. In such discussions 
it is stressed from the outset that the College’s help is given unofficially, 
that the College will not sponsor a trial itself, and that a condition to be 
accepted by each firm is that a draft of any report or advertising matter 
relating to the trial shall be submitted to the Council of the College before 
publication. Discussions of this sort have taken place with seven pharmaceu- 
tical companies in the last twelve months; two proposed clinical trials have 
been brought to the notice of members on the research register. 


RELATIONS WITH OTHER BopIEs 

The Research Committee of Council is grateful for help ungrudgingly 
given by many organizations and individuals, including the Nuffield Pro- 
vincial Hospitals Trust, the Medical Research Council, the British Medical 
Association, and the Society of Medical Officers of Health to whose research 
committee Dr. R. J. F. H. Pinsent has been coopted. Efficient contact 
has been maintained with the Public Health Laboratory Service throughout 
the year, and members on the research register have taken part in combined 
studies of infective hepatitis, passive immunity, the use of gamma-globulin 
in measles, and the susceptibility of adults to rubella. 

The committee has offered its full support to Dr. Alice Stewart, Reader 
in the Department of Social Medicine in the University of Oxford, in her 
survey of the incidence of leukemia and aplastic anemia. Members on the 
research register have been asked to notify cases of leukemia, and all 
doctors are invited to collect material for this study. The help of the com- 
mittee has been sought by Dr. M. Young, Director of the Institute of 
Community Studies, in an investigation of family structure in relation to 
social needs within the county of London. Help has also been given to 
Dr. D. D. Reid, of the London School of Hygiene and Tropical Medicine, 
in a study of the terminology used by practitioners in completing certificates 
of death. Planning of an investigation with the General Register Office into 
the health of males in the years of retirement has been continued; and 
a questionary has been designed for doctors taking part in this study. An 
invitation will be issued to a hundred members on the research register 
to complete these questionaries for patients identified by a process of 
random sampling of their practice lists. Advice and help has been offered 
to Dr. Ian MacDougall, of The Gordon Hospital, on the design of a preva- 
lence study of ulcerative colitis. Dr. Mary Cripps of London has been 
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assisted in obtaining specimens of embryonic tissue. 


THe Epmpemic OpseRVATION UNIT 

The work of this unit, under the direction of. Dr. G. I. Watson, has 
increased during the past year. Close liaison has been maintained with the 
Public Health Laboratory Service at Colindale, and with the Society of 
Medical Officers of Health. Doctors have again contributed, as individuals, 
to the work of the unit by sending in reports of unusual epidemics. The 
system of Yellow Warnings has been continued, as clinical and epidemio- 
logical notes sent as soon as possible to doctors in the areas adjacent to 
a reported outbreak of unidentifiable illness. The use of code names for 
these outbreaks has again been found useful. 

On April 5, 1957, Dr. J. C. Graves took part in a symposium on winter 
vomiting disease at the Medical Officers of Schools Association. On June 20, 
Dr. G. I. Watson addressed the Southern Branch of the Society of Medical 
Officers of Health on the work of the College and its Epidemic Observation 
Unit. The Medical Officers of Health of Christchurch and of Bermondsey 
were supplied, at their requests, with lists of doctors in the College who 
might help in epidemiological research. Dr. F. O. MacCallum of the 
Virus Reference Laboratory at Colindale again invited the College’s help 
in obtaining material suitable for virus culture during the pre-icteric stage of 
infective hepatitis. During April 1957, members and associates of the College 
in the Northern Home Counties and the four London faculties were invited, 
as a matter of urgency, to help the Epidemiological Research Laboratory at 
Colindale to complete an enquiry into the potency of two different preparations 
of gamma globulin in measles prophylaxis. Fourteen doctors in these faculties, 
in whose practices measles was then occurring, responded to this invitation. 

At a meeting between the director of the unit and Dr. J. C. McDonald 
of the Epidemiological Research Laboratory at Colindale, two joint enquiries 
were launched. The purpose of the first was to determine the incidence of 
rubella among home contacts of this disease, in order to assess the value of 
gamma globulin in protecting expectant mothers who are exposed to rubella in 
early pregnancy. Rubella has been made temporarily notifiable within the 
College, and doctors taking part in this enquiry will be asked to complete 
a follow-up card for each family affected. The second enquiry will be 
a long-term study of problems connected with passive immunity. Those taking 
part will be asked to maintain complete records for 5-10 years about children 
in their practices exposed to, or in contact with, a few selected infectious 
diseases. 

Bornholm Disease. In November 1956, at the suggestion of Dr. W. O. 
Williams (Swansea) who acted as recorder for this investigation, the unit 
carried out a retrospective enquiry into the extent of outbreaks of Bornholm 
disease in the United Kingdom during the previous 12 months. The results 
of this survey, with two other papers dealing particularly with the disease 
as it appeared in the South-East England Faculty at Winchester, were 
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*K PERSONAL P®NSION POLICIES 


Please write for particulars, mentioning this advertisement 


MEDICAL SICKNESS ANNUITY 


AND LIFE ASSURANCE SOCIETY I" 





3 CAVENDISH SQUARE LONDON wii 
(Telephone: LANgham 2991) 


When you ore BUYING A NEW CAR ask for details of the HIRE PURCHASE SCHEME of the 
MED'CAL SICKNESS FINANCE CORPORATION LTD 
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INDEX TO PHARMACEUTICAL PREPARATIONS 


Achromycin (Lederle) 


Agocholine Granules (Bengue) 


Albamycin (Upjohn) - 
Algesal (E.G.H.) — - 
Amphetone (Woolley) - 
Atarax (Pfizer) - - 
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published in May 1957 (Research Newsletter No. 15, p. 115). Dr. Williams 
is continuing his researches into the regional incidence of this disease for 
another 12-18 months, and has drawn up a questionary which will be sent 
to any family doctor who reports a case of Bornholm disease to him during 
this period. 

Code Name SWP/57. In March 1957, Dr. R. Simpson-White (Plymouth) 
reported seeing a localized epidemic affecting five children at the same 
school with upper respiratory infection associated with the rash of erythema 
multiforme. A yellow warning was issued to all in the South-West England 
Faculty, but no other cases were notified (Research Newsletter No. 15, 
p. 189). Two doctors in the east of England later reported a few similar cases. 

Code Name LW/57. At the end of March 1957, Dr. A. J. Laidlaw (Wor- 
cester) notified over 30 cases of an unusual, mainly afebrile, illness affecting 
schoolchildren and adults of both sexes. The main symptoms were inter- 
mittent frontal headache, giddiness, nausea, vomiting or diarrhoea, and a 
slight burning of the eyes or throat. The duration of this illness was variable; 
most patients were better within seven days, but in some full recovery was 
delayed for several weeks. Investigations through the Public Health 
Laboratory Service are in progress. A yellow warning was issued to those 
in the Midland Faculty, Gloucestershire and Monmouthshire. As a result, 
possibly, similar cases were notified by doctors at Coventry, Malvern, and 
Cirencester (Research Newsletter No. 15, p. 188). 

Scabies. Dr. J. C. Graves (Writtle, Essex) is carrying out an investigation 
into the distribution of scabies in the United Kingdom. He would like to 
be notified about any cases or outbreaks, suspected or confirmed, during 
1957, by family doctors or by those working in hospital clinics. 

Code Name KL/56. (See Fourth Annual Report, p. 46.) From material 
collected by Dr. F. E. B. Kelly last year, during this epidemic at Leicester, 
strains of Echo type g virus were isolated by the Public Health Laboratory 
Service. This is in keeping with laboratory findings in several other English 
and European outbreaks of aseptic meningitis during 1956. 

Code Name E.W.V. Reports of typical outbreaks of epidemic winter 
vomiting were received from a number of doctors. 

Individual Epidemiological Research. During the past year several doctors 
have notified the director of the unit about epidemiological investigations 
they have made in their practices: —Dr. G. W. Lewis (Leeds) carried out 
an enquiry into Zoster Sine Herpete. Dr. N. B. Eastwood (Lowestoft) 
reported a series of 21 cases during nine months of primary pneumonia, in 
several of which there was no response to antibiotics. Dr. J. C. Graves 
(Writtle) reported two family outbreaks of virus A influenza during March 
1957; in one family two out of three, and in the other all five were affected. 
Dr. L. A. C. Wood (Penshurst) and Dr. G. G. M. Edelsten (Sutton Scotney) 
have studied outbreaks of epidemic diarrhea during May and June 1957, 
from which no bacterial pathogens were isolated. 
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THE FINANCE OF COLLEGE RESEARCH 

The steady expansion of the research work of the College has increased 
its cost. Expenses incurred by members of the Research Committee of 
Council are reimbursed from College funds, and part-time secretarial help 
is provided for those workers whose load is heaviest. The disadvantages of 
dispersal of the members of the research committee—with consequent 
increase in postage—are offset by economies in office accommodation. 

It has been impossible to contribute, to the extent that the committee 
would wish, to the expenses incurred by all those members on the research 
register who have taken part in group studies. A most welcome donation 
of £100 to the College Research Fund from Messrs. Bayer Products Ltd., 
enabled a token contribution to be made towards the expenses of some of 
those who took part in the National Morbidity Survey. 

While it may sometimes be possible to obtain grants for particular 
projects which have been developed to an advanced stage, there is a real 
need for uncommitted resources which may be drawn upon in the stages of 
planning, development and co-ordination of new projects. It is felt that the 
limit of voluntary endeavour has been reached, and that the research fund 
must soon be greatly increased. Unless the research committee is assured 
of financial aid, the rapid progress now being made cannot long be sustained. 
The Council of the College has instructed its research committee to prepare 
a memorandum on the financing of general-practitioner research. 


FuTURE DEVELOPMENTS 

The research organization of the College will, it is hoped, be able to offer 
an Advisory Service to any research worker in general medical practice with 
a problem to be studied. Part of this advisory service will be statistical; and 
help will be provided not only in the design of accurate investigations but 
also in their analysis. The Records Unit will be responsible for the collection 
and processing of morbidity material, week by week and month by month, 
and also for the design and conduct of special studies in many fields made 
possible by the wide observer-network of the research register. 

The Research Committee of Council will set up a Register of Work in 
Progress. This register will not be limited to work conducted in Great Britain, 
for it is hoped that overseas councils and faculties of the College will 
contribute to it. Exchange of information on general-practitioner research 
throughout the Commonwealth will become practicable, as will collection 
of comparable morbidity records. It is also planned to start a Projects 
Register of possible investigations which have been suggested to the College 
research organization. 

As a first step towards fulfilment of its hopes to co-ordinate and prevent 
overlap in practitioner studies, a beginning is to be made with a Journals 
Monitoring Service. A panel of members on the research register will prepare 
abstracts of reports and papers of general-practitioner interest published in 
a wide range of medical journals. A difficulty experienced by many general- 
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practitioner research workers arises from their isolation from medical 
libraries. This monitoring service will, it is hoped, be reinforced by a 
Library Reference Service, perhaps extending to the supply of photostat 
copies of papers or reprints. 

The new building may also house the editorial offices’of The Research 
Newsletter. 

College-Sponsored Investigations 
THE NATIONAL Morsipity SuRVEY 

The coding and checking of the material collected during the survey year, 
which ended in May 1956, has been completed; the analysis is being carried 
out by the General Register Office according to agreed tabulation schedules. 
It has been decided that the results of this study shall be published in three 
‘Grey Books’ of which the first two will appear simultaneously. One will be 
prepared by the Registrar-General, and will contain tables suitable for 
reference by the statistician and the administrative reader. The other, a 
more clinical presentation, will be prepared by the Research Committee 
of the College Council. The committee has appointed an editorial board and, 
with the help of a panel of contributors, it will produce a clinical interpreta- 
tion of the figures. The third volume will contain information on morbidity 
in relation to occupation; it will be prepared later, by the General Register 
Office. 

CHRONIC Broncuitis Stupy (Dr. J. Fry, recorder) 

In 1955, the research committee invited Dr. J. Fry to plan and organize a 
study of chronic bronchitis. Many difficulties at once presented themselves, 
not the least of which were that there was no generally acceptable definition 
of this syndrome. To overcome this and other difficulties a working party was 
formed; this included eminent consultants as well as family doctors. The 
help received from the three consultants who have served on the working 
party from its formation—Drs. C. M. Fletcher, N. C. Oswald and D. D. 
Reid—cannot receive too much praise. The working party has met on eight 
occasions and a plan of investigation has now been formulated. 

The study is to be divided into two parts—the first investigation will 
attempt to assess the incidence of the symptoms of chronic bronchitis in 
a random sample of the population; the second will study the natural 
history of the condition, and will begin when the first part is complete. 
The first investigation commenced in September 1957; it involves the 120 
members of the study-group, each interviewing 10 patients from their 
practices; the names of these patients will be selected by random sampling. 
Prepared questionaries will be completed and analysed centrally; from 
this analysis it is hoped that certain important facts will emerge. In addition, 
a new piece of apparatus for measuring respiratory efficiency is to be tested, 
and its results correlated with the clinical findings. The cost of this 
apparatus and of co-ordinating the investigation is being borne, very 
generously, by‘a grant of £4,450 from the Nuffield Provincial Hospitals 
Trust. 
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Epiepsy Stupy (Dr. C. A. H. Watts, recorder) 

This investigation started on October 1, 1957, and will last for at 
least a year. Eighty doctors have volunteered to collect the information 
required, and other members on the research register, living in unrepre- 
sented localities, will be invited to help. Their assistance is essential if the 
figures produced are to be representative of the country as a whole. The 
team has agreed to assist a parallel study on epilepsy, organized by Dr. 
D. A. Pond from the Maudsley Hospital. A psychiatric social worker will 
visit many of the practices, and act as an unofficial co-ordinator. The 
Medical Research Council has made a grant to cover some of the expenses 
of this study. 

Diasetes Stupy (Dr. D. L. Crombie, recorder) 

A working party of the research committee has been set up to plan 
a study of the incidence of diabetes mellitus in the community. Dr. J. M. 
Malins (physician in charge of the Diabetic Clinic, Birmingham General 
Hospital) has been co-opted. It is hoped to examine the urine of every 
person on the National Health Service lists of fifty general practices. The 
practices will be selected so as to be broadly representative of the population 
of the United Kingdom. Consultations on the statistical aspects of the 
study have taken place with Dr. K. W. Cross of the Department of Medical 
Statistics, Birmingham University. Members on the research register were 
invited, in an issue of Between Ourselves, to take part in this study. 


ASTHMA IN CHILDHOOD (Dr. G. M. Tate, recorder) 

This is the first long-term study to be undertaken by the College. It 
started in April 1956, and 203 cases have now been registered by 38 doctors. 
Each year a follow-up report is sent to the recorder; 45 reports have bven 
received for the first year of observation. A progress report, with an analysis 
of 100 cases, has been published in the Research Newsletter (1957, 4, 260). 


GEOGRAPHICAL INCIDENCE OF PERNICIOUS ANZMIA (Dr. E. Scott, recorder) 

This survey is growing more complete as data from general practitioners 
continue to accumulate. Much, however, remains to be done. All doctors 
in general practice are being notified through the medical press. Professor 
L. J. Witts of Oxford University has planned a second stage of the investi- 
gation; this is being undertaken as a pilot study by two faculties of the 
College. 

THE TonsILLectomy Stupy (Dr. J. Z. Garson, recorder) 

A working party of the research committee has joined Dr. J. Z. Garson 

in the planning of this study. 


Faculty-Sponsored Investigations 
It is the responsibility of the Research Committee of Council to encourage 
and help the research committees of faculty boards and, where possible, to 
coordinate their work and prevent overlap. Chairmen and hon. secretaries of 
research committees of faculty boards are reminded of the need to keep 
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the Research Committee of Council informed of their activities. Dr. 
E. A. W. Marien (hon. assistant secretary of the Research Committee of 
Council) attempts to keep the records of faculty research work as up-to- 
date as possible. 

East London Faculty:—(1) ‘Persistent abdominal pain’. (2) “The assessment of 
clinical impressions of new drugs’. 

West London Faculty:—‘A survey of menstrual histories’. 

South-East England Faculty:—(1) ‘The distribution of Bornholm disease in 
South-East England’. (2) ‘A survey of tonsillar and posterior cervical gland enlarge- 
ment in children attending doctors’ surgeries’. 

Northern Home Counties Faculty:—(1) ‘Hypertension in general practice’: (2) “The 
extent to which oral penicillin is now used in general practice’. (3) ‘Intractable pain’. 

Thames Valley Faculty: —A survey of Epidemic Winter Vomiting’. 

South-West England Faculty:—(1) ‘An obstetric survey’ has been completed and 
published as a supplement to Research Newsletter No. 14. This impressive report, 
containing an analysis of over 4,000 confinements in domiciliary practice, has been 
very weil received. It formed part of the evidence submitted by the College to the 
Cranbrook Committee of the Ministry of Health on the Maternity Services. (2) 
‘Investigation into daffodil dermatitis’. (3) ‘Investigation of farmer’s lung’. (4) ‘In- 
vestigation of migraine over 18 months, and its prevention by carbachol’. 

Midland Faculty:—‘Winter epidemic spotting scheme’. 

North Midlands Faculty:—(1) ‘A tonsillitis research project’, in which 92 members 
and associates of the faculty are taking part. Nearly half the faculty membership 
has donated towards the cost of printing the questionary cards, and a contribution 
of £25 has been made by Glaxo Laboratories Limited towards the statistical analysis 
of the information collected. (2) ‘Training the assistant’ (a joint investigation with 
the postgraduate education committee of the faculty board). 

Yorkshire Faculty:—(1) ‘Chronic bronchitis’. (2) “Toxemia of pregnancy’. Hull 
and East Riding Sub-Faculty:—‘A diabetes survey’. 

North-West England Faculty:—‘Etiological factors in herpes zoster’. 

Merseyside and North Wales Faculty:—The effects of whole complex vitamin B 
on the syndrome of migraine’. 

Welsh Faculty:—‘An asthma project covering 40 practices and a population of 
100,000’. 

South-East Scotland Faculty:—Four projects have been completed—(1) ‘Emer- 
gency calls‘in general practice’. (2) “The use of phenoxybenzamine (Dibenylin) in 
chilblains’. (3) ‘The prognosis in cardiovascular emergencies’. (4) ‘A clinical trial of 
pentaerythritol-tetranitrate in angina of effort’. A further project is in progress— 
‘Cervical smears in the early diagnosis of carcinoma’. 

West of Scotland Faculty:—(1) “The social aspects of epilepsy’. (2) Plans are 
being made and a pilot survey begun on an assessment of “The incidence of neuroses 
in general practice’. 

Northern Ireland Faculty:—(1) ‘An influenza spotting scheme’ (in conjunction 
with the Medical Research Council). (2) “The epidemiology of salmonella infection’ 
(in conjunction with Dr. Kenneth Newell of the Department of Social and Preven- 
tive Medicine at Queen’s University, Belfast). 

East of Ireland.Faculty:—(1) ‘Acute respiratory tract infections’. (2) ‘A local 
morbidity survey’. (3) ‘A morbidity survey from Eire (conducted in collaboration 
with the Central Statistics Office, Dublin, and assisted by a grant from the Medical 
Research Council of Ireland)’. 

New South Wales Faculty:—(1) ‘An investigation into the clinical picture of 
infective hepatitis in general practice’. (2) ‘A survey of penicillin allergy’. (3) “The 
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incidence of anemia in general practice’. (4) ‘A survey of rubella pregnancies’ (in 
association with Melbourne University). (5) ‘A register of case histories’. 

Queensland Faculty:—‘The radiation hazards of diagnostic radiology’. 

Western Australia Faculty:—An investigation into herpes zoster’. 

Victoria Faculty:—A comparison between the figures relating to obstetrics in 
general practice and the quarterly statistical report of the public hospitals’. 

Auckland Faculty:—‘The virulence and antibiotic resistance of staphylococci in 
different types of lesion’. 

Canterbury Faculty:—-The classification of non-notifiable infectious diseases’ 
(in co-operation with the medical officer of health). 

Otago Faculty:— ‘An investigation into emergency calls in general practice’. 

Wellington Faculty:—‘The incidence of Asiatic influenza in Wellington’. 

Kenya Faculty:—(1) ‘Clinical syndromes of viral origin’. (2) “Tick typhus in 
Kenya’. 





Individual Investigations 
The committee encourages individuals to conduct studies of their own, 
and it offers them advice and statistical help. In some instances single- 
handed workers have been introduced to others who share the same interests. 


Dr. C. A. H. Watts and his partners in Ibstock are preparing a Register of Chronic 
Diseases in their practice. They are also assisting in a population-survey into The 
Incidence of Diabetes in the district. 

A study of Dermatitis in Daffodil-pickers was carried out in the spring, arising 
from a study by Dr. F. H. Staines of Callington. 

An investigation of the Persistence of Albuminuria following Acute Streptococcal 
Throat Infections is being undertaken by Dr. P. M. Higgins and his partners in 
Rugeley. 

An investigation into Infertility, proposed by Dr. J. K. Paterson of Upton, 
Huntingdonshire, has been assisted and brought to the notice of those on the research 
register. 

Dr. T. D. S. Oswald of Cove has been helped in an investigation into The Value 
of Intramuscular Liver Preparations in the Prevention of Puerperal Depression. 


The Research Committee of Council 
Chairman: R. J. F. H. Pinsent 

Vice-Chairman: G. 1. Watson (Director, Epidemic Observation Unit) 

Hon. Treasurer: W. J. H. Lord (coopted) 

Hon. Secretary: D. L. Crombie 

Hon. Asst. Secretary: E. A. W. Marien 

Hon. Registrar: Beatrice Watts (coopted) 
Editor, Research Newsletter: R. M. S. McConaghey 
Editor, ‘Between Ourselves’: W. G. Tait 


Members: G. F. Abercrombie 
C. M. Fleming, chairman of the Research Committee 
of. the Council of the College in Scotland (coopted) 

J. Fry 
R. E. Hope-Simpson (coopted) 
R. J. Minnitt 
F. Charlotte Naish 
P. A. Walford (coopted) 
C. A. H. Watts (coopted) 

Ex-officio: The President of the College and the Officers of Council 





gs Ste 











COLLEGE OF GENERAL PRACTITIONERS 39 





V.—THE BOARD OF CENSORS 


Terms of Reference. “To advise and assist Council on questions concerned 
with applications for membership and associateship of the College.’ 

The Board of Censors of the Fourth College Council has met nine times. 
Applications for membership have been received from 177 practitioners 
resident in the United Kingdom and Eire, and from 201 practitioners 
resident overseas. The Board has recommended to Council the election 
of 372 to membership of the College. Of these 37 were foundation associates - 
or former associates. The criteria for membership have been strictly applied. 
Fifteen candidates have been interviewed at their homes, three by the 
Board of Censors at College headquarters, and one elsewhere. The board 
has kept the criteria for membership under review; it is satisfied that, as 
applied at present, they satisfy the requirements of Council. 

The board is grateful to those who have so fully and conscientiously 
completed sponsor forms. It appreciates that this duty is a burden and 
may be, at times, distasteful; but it reminds sponsors that they play an 
important part in ensuring that the standard of those who achieve member- 
ship of the College remains high. 

The Board of Censors 
Chairman: R. M. S. McConaghey 
Vice-Chairman: F. Charlotte Naish 
Hon. Secretary: K. M. Foster 
Members: S. Freeman, J. M. Henderson, J. P. J. Little, J. N. M. Parry, 
G. Swapp, A. J. Whitaker, J. Campbell Young 
Ex-officio: The President of the College and the Officers of Council. 


VI._THE AWARDS COMMITTEE 

The Awards Committee conducts the greater part of its business by 
correspondence but meets occasionally for discussion and decision. Twelve 
essays were received for the Butterworth Gold Medal, 1956, the subject 
being ‘The Care of the Elderly in General Practice’. Dr. R. G. Gibson, 
of Winchester, a foundation member and Provost of the South-East England 
Faculty, received the medal; and Dr. J. A. D. Anderson, of Edinburgh, an 
associate, received the second prize. 

At its meeting in December 1956, the awards committee agreed to 
recommend to Council (1) that Dr. G. F. Abercrombie be elected to the 
awards committee and appointed its chairman; (2) that Dr. D. M. Hughes 
be invited to give the James Mackenzie Lecture in 1957; (3) that the terms of 
reference of the committee be amended to read ‘to advise and assist Council 
on all questions of awards, lectureships, honours, regalia and ceremonies’ ; 
(4) that Dr. Richard Scott be appointed to assist Professor R. E. Tunbridge 
as an examiner for the Sir Charles Hastings and Charles Oliver Hawthorne 
Clinical Prizes of the British Medical Association ; and (5) that Dr. R. J. F. H. 
Pinsent be appointed to assist the trustees of the Ernest and Minnie Dawson 
Cancer Trust to judge the entries for their essay prize. These recommenda- 
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tions were accepted, and Dr. Hughes has chosen as his title “Twenty-five 
Years in Country Practice’. 

Council also approved the request of Messrs. Benger Laboratories 
Limited that the awards committee should judge all entries for the Benger 
Prizes for Original Observations in General Practice. 


The Awards Committee of Council 
Chairman: G. F. Abercrombie 
Hon. Secretary: J. H. Hunt 

Members: W. S. Gardner (chairman of Scottish Council), Annis Gillie 
(vice-chairman of Council), H. L. Glyn Hughes (hon. treasurer 
of Council), R. M. S. McConaghey (editor of the Research 
Newsletter), R. J. F. H. Pinsent (chairman of Research 
Committee of Council), F. M. Rose (chairman of Council), 
R. Scott (chairman of Undergraduate Education Committee 
of Council), G. Swift (chairman of Postgraduate Education 
Committee of Council) 

Ex-officio: 1. D. Grant (President) 


VII.—THE PRACTICE EQUIPMENT AND PREMISES COMMITTEE 


The Fourth Council of the College decided on December 15, 1956, to 
appoint a Practice Equipment and Premises Committee with the following 
terms of reference:—‘To advise and assist Council on all matters relating to 
general practitioners’ equipment and premises’. 

At its second meeting the committee decided that its first year would be 
spent best in laying foundations for future work and collecting information. 
To further this programme faculties were requested to appoint corre- 
spondents to compile lists of suitable premises and items of equipment of 
value to general practitioners. 

A room in which to store plans of premises and items of equipment, for 
reference by members seeking this type of information, has been set aside 
in the College’s temporary premises at 41 Cadogan Gardens, Sloane Square, 
S.W.3. A pilot scheme on the best method of describing the lay-out and 
activities of four different types of practice is at present under way; from 
this a standard method of presentation will be developed. Thereafter, 
members and associates who are interested will be invited to submit reports 
on a pre-arranged plan for inclusion in the Practice Equipment and Premises 
Library. 

Enquiries on practice premises are already being received from all parts 
of the world, and it is evident that the work of this committee must cover 
the Commonwealth. Next year should begin to show the results of this 
planning. 

The Practice Equipment and Premises Committee of Council 
Chairman: J. C. 'T. Sanctuary 
Hon. Secretary: G. S. Adams 
Members: G. O. Barber, J. Fry, J. M. Hunter, G. S. R. Little, J. G. 
Ollerenshaw, R. J. F. H. Pinsent, Richard Scott, G. Swift, 
S. J. L. Taylor, P. A. Walford 
Ex-officio: The President of the College and the Officers of Council 
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FOR THAT DIFFICULT AGE 


Young Raymond has stopped being a baby, even in his mother’s eye. 
Yet he cannot be reasoned with and he is still too young 
to understand why he should take his medicine like a man, 
especially when his father doesn’t like swallowing tablets. 
It is reassuring both for you and your patients—parents included—that you 
can prescribe oral Penidural when penicillin therapy is indicated. Not only are 
the suspension and oral drop forms really pleasant to take, they also ensure 


reliable and effective blood levels at infrequent dosage intervals. 


oral PENIDURAL’ proved in a million cases 


PACKS: 


Bottles of 60 ml. suspension (300,000 units benzathine penicillin per 5 ml. teaspoonful). 
Bottles of 10 ml. oral drops (100,000 units per calibrated dropper). 


Also available as tablets (200,000 units) in bottles of 20 and 100. 


trade mark * 


JOHN WYETH & BROTHER LTD., CLIFTON 


HOUSE, EUSTON ROAD, N.W.1. 


Pr, 14.12/57 
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VIII.—THE EXAMINATION COMMITTEE 


Terms of Reference:—‘To advise and assist Council in all matters con- 
cerned with a possible examination for membership of the College’. 
The Committee has met on four occasions. 


Reports from Faculties 


All faculties in the United Kingdom and overseas were asked to study, 
again, the report of the examination committee on a possible examination 
for membership (which was published in the Third Annual Report of the 
College); it was to be clearly understood that such an examination would 
be for new members only, and that there had never been any suggestion 
that present members should be subjected to such a test. 


Replies from Faculties in the United Kingdom and Eire 


Seventeen faculties in the United Kingdom and Eire were in favour of the 
introduction of an examination for membership of the College, 6 were against 
examination at present and 2 were undecided. 

The affirmative replies were easy to classify. Most of them were unani- 
mous in their view that some form of examination for membership is 
essential. It is also clear that these faculties considered that the present 
criteria for entrance, while inadequate alone, should be retained in addition 
to an examination. Several faculties expressed opinions as regards the time 
when such an examination should be instituted; and these varied from ‘a 
matter of urgency’ to ‘within the next five years’. It is apparent that a 
number of faculties have different opinions from those which they held a 
year or two ago. They state that this change in favour of an examination is 
partly the result of a demand among the younger members and associates 
for some academic hurdle at the portal of entry to the College. The com- 
mittee has come to appreciate this demand; several of its members have 
stated that the change which has occurred in their own faculties is due to 
this insistence by the younger members and associates that membership 
of the College should mean that a satisfactory standard of competence in 
general practice has been achieved. 

Of the 6 faculties which dissented, 3 were not in favour of an examination 
for membership of the College—one of these decisions was unanimous, one 
was a majority decision, and one considered an examination practicable but 
undesirable. The 3 remaining faculties were not against examination in 
principle, but they considered that the present time was inappropriate. 

Several interesting views on details of an examination were expressed. 
Most faculties thought that the type of examination suggested in the Third 
Annual Report was suitable as a method of testing candidates, and that the 
examination should consist of written, clinical and oral sections. The West 
London Faculty added a rider that the written questions should be set still 
more from the general-practitioner point of view. Several faculties doubted 
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the necessity of a written examination; Merseyside & North Wales thought 
that the oral was the most important part; the Welsh Faculty was of the 
opinion that all candidates should be examined by interview only. 


Replies from the Australian Council and from Faculties in the 
Commonwealth 

The Australian Council, while not against examination in principle, was 
of the opinion that an examination for membership should not be introduced 
at present. It felt that at this stage in the development of the College more 
attention should be paid to ethics and integrity than to professional -ability. 
The Victoria Faculty did not think an examination should be introduced yet. 
The Queensland Faculty, on the other hand, was in favour of an examina- 
tion in order to give the College standing with other colleges, and to ‘give 
us pride in ourselves’. Opinion in the New South Wales Faculty was divided. 
The Kenya Faculty, by a majority decision, favoured examination. 


Summary 
From the reports which the Examination Committee of Council has 
received from faculties it seems clear that (1) there is a widespread feeling 
that the present criteria for admission to membership of the College are, 
by themselves, inadequate; and (2) the majority of faculties in the United 
Kingdom are in favour of an examination. 


Recommendation 
The committee recommends that the question of a possible examination 
for membership of the College be kept under constant review by Council 
and by faculty boards. 


The Examination Committee of Council 
Chairman: K. M. Foster 
Vice-Chairman: J. M. Henderson 
Hon. Secretary: W. S. Gardner 
Members: Annis Gillie, I. D. Grant, W. V. Howells, J. H. Hunt, J. M. 
Hunter, F. M. Rose, J. F. Sheppard, G. Swift 
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IX.—THE SCOTTISH COUNCIL 


Chairman: W. S. Gardner (Glasgow)* 
Vice-Chairman: L.. Lamont (Edinburgh) 
Hon. Secretary: R. Scott (Edinburgh)* 


Mary Esslemont (Aberdeen) D W. D. MacLaren (Scourie) 
C. M. Fleming (Edinburgh) J. G. Munro (Beauly) 

W. W. Fulton (Glasgow) D. Myles (Forfar) 

I. D. Grant (Glasgow)* D. Peebles Brown (Kilmacolm) 
J. M. Henderson (Pitlochry)* R. A. B. Rorie (Dundee) 

G. W. Ireland (Pathhead) I. M. Scott (Stonehaven) 

A. Lamont (Foyers)* J. A. Shearer (Bucksburn) 

T. S. MacDonald (Glasgow) G. Swapp (Aberdeen)* 


* Member of the College Council 
Dr. J. A. D. Anderson (Edinburgh) has been coopted as hon. assistant secretary. 


Committees of the Fourth Scottish Council 


The following are the office-bearers of the three major committees of 
the Scottish Council :— 
Undergraduate Education Committee 
Chairman and Hon. Secretary: G. W. Ireland 
Postgraduate Education Committee 
Chairman: L. Lamont 
Hon. Secretary: D. H. McVie 
Research Committee 
Chairman: C. M. Fleming 
Hon. Secretary: A. R. Laurence 


To mark the retirement of Dr. J. M. Henderson from the office of 
chairman of the Scottish Council—an office he had held since the inception 
of that Council—a dinner was held in the Senate Hall of the University of 
Edinburgh on February 22, 1957, which was attended by past and present 
members of the Scottish Council and their ladies. 


Maternity Services Enquiry 

The Scottish Council appointed an ad hoc committee comprising Drs. 
L. Lamont (chairman), D. Peebles Brown, D. W. D. MacLaren, Mary 
Esslemont, D. Myles and D. H. McVie (hon. secretary), to prepare evidence 
which has now been submitted to the committee of the Scottish Health 
Services Council enquiring into the provision of maternity services in 
Scotland within the framework of the National Health Service. In preparing 
this report, the Scottish Council had the benefit of reports from each of 
the five Scottish faculties. The South-East Scotland Faculty designed 
a comprehensive questionary which was sent to every member and associate 
of the College in Scotland. The replies to this were analysed by Dr. E. V. 
Kuenssberg (chairman of the Postgraduate Education Committee of the 
South-East Scotland Faculty), with the assistance of Dr. S. Sklaroff 
(Lecturer in Medical Statistics in the Department of Public Health and 
Social Medicine of the University of Edinburgh). 
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Undergraduate Education Committee Meeting in Aberdeen 

A joint meeting of the undergraduate education committees of the North- 
East Scotland Faculty and of the Scottish Council took place in Aberdeen 
on November 29, 1956. This meeting preceded a public lecture on “The 
Future of General Practice’ given in the Medical School by Dr. J. H. Hunt. 
In the evening, the North-East Scotland Faculty invited Dr. Hunt and the 
office-bearers and members of the undergraduate education committee of 
the Scottish Council to dinner. 


Postgraduate Education 

Before the College came into existence in Scotland the main provision 
of postgraduate education for general practitioners consisted of one or two 
weeks’ intensive courses arranged by the four universities. As soon as 
the five regional faculties of the College became active, there came about 
a substantial increase in the number of extended one-day and half-day 
courses. In three university centres these additional courses were official 
ones given under the direction of the postgraduate deans. The fourth 
university has now also agreed to provide additional extended courses on 
an official basis. Liaison between the five Scottish faculties and between 
them and the Scottish Council regarding exchange of information about 
courses being planned, has improved considerably, to the benefit of all 
concerned. 

Research 

The Scottish Council is pleased to report the successful conclusion of 
four research projects initiated by the South-East Scotland Faculty. The 
Scottish Council was invited to assist this faculty over difficulties which 
had been encountered with the final drafting and publication of the reports 
of two of these investigations. The report on the study of ‘Emergency 
Calls in General Practice’ has now appeared in the Health Bulletin of the 
Department of Health for Scotland (1957, 15, 36), and has been reprinted 
in full in the Medical World (:957, 87, 49). The report of the thera- 
peutic trial on “The Treatment of Chilblains by Phenoxybenzamine (Di- 
benylin)’ has been accepted for publication by the British Medical Journal. 
The Scottish Council wishes to acknowledge its appreciation of the help 
it received from the Research Committee of the Council of the College in 
connection with difficulties encountered in the second of these two projects. 


Criteria for Continuing Membership 

The Scottish Council considered this subject and obtained the views of 
the Scottish faculties. It is of the opinion that decisions about criteria for 
continuing membership or criteria for fellowship of the College cannot be 
made without, at the same time, considering the criteria for entrance to 
membership. The Scottish Council considers that it would be inappropriate 
to take any steps to introduce criteria for continuing membership, or to 
institute a fellowship of the College, until the present criteria for entrance 
to membership have been strengthened. 
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X.—THE AUSTRALIAN COUNCIL 
Chairman: W. A. Conolly* (New South Wales) 
Vice-Chairman: H. S. Patterson* (Queensland) 
Hon. Secretary: H. M. Saxby (New South Wales) 

Members: B. N. Adsett (Queensland), C. W. Andeison (Western Australia), R. D. 
Bartram (Victoria), D. M. Clements (Western Australia), A. C. D. Corney 
(Tasmania), H. E. H. Ferguson* (Western Australia), W. J. Hamilton (Queens- 
land), T’. C. James (Tasmania), C. D. McDonald* (Victoria), The Hon. R. J. D. 
Turnbull* (Tasmania), C. Warburton (New South Wales), D. Zacharin (Victoria). 

* Member of the College Council 
Membership: On September 30, 1957, membership of the College in 

Australia was as follows—an increase of 270 (177 members and 93 associates) 

since the same date last year: 


Faculty Members Associates Total 

New South Wales 213 82 295 
Queensland 70 21 gI 
Tasmania .. 19 18 37 
Victoria... go 30 120 
Western Australia. . 41 19 60 
Not yet attached to a faculty ; 2 5 7 
435 175 610 


Secretariat: During the year the routine administration of the Australian 
Council has been conducted satisfactorily. There has been a defect, however, 
in the circulation of information to its members, which has been due to the 
lack of adequate clerical staff. In the forthcoming year it is hoped to share 
with the New South Wales Faculty the services of a full-time clerk; this 
will enable all phases of the secretariat’s activities to be carried out efficiently. 

Finances: The College Council has allowed the Australian Council to 
retain {1 1s. od. of each entrance fee and ros. 6d. of each member’s sub- 
scription. As from July 1, 1957, Australian faculties are to pay the Australian 
Council a capitation fee of £1 1s. od. in respect of each member during the 
second and subsequent years of membership. 

Meeting of Council: The inaugural and only meeting of the Australian 
Council was held at Lismore, N.S.W., on August 15, 1956. There was 
a full attendance of members from New South Wales and Queensland, 
while Western Australia members appointed delegates. __ 

The principal business transacted by the meeting was as follows: 

(a) Adoption of bye-laws for the Australian Council, which have been submitted 

to the College Council for approval ; 

(6) Adoption of a policy for the development of the College in Australia; 

(c) Appointment of the chairmen of the Undergraduate Education (T. E. Y. 
Holcombe), Postgraduate Education (C. Warburton), and Research (J. G. 
Radford) Committees of Council ; 

(d) Decision to undertake the publication and management of the ‘Annals of 
General Practice’ as the Journal of the College in Australia, and to appoint 
C. E. M. Gunther as editor and chairman of the Editorial Committee ; 

.(e) A recommendation to the College Council that early consideration be given 
to the establishment of a Fellowship of the College; 
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(f) A recommendation that action be taken at faculty level for providing, in 

teaching hospitals, postgraduate training opportunities for general practitioners. 

(g) Decision to take action to have a Section of General Practice included in the 

Australasian Medical Congress to be held in Hobart in 1958; 

(h) Authorization for the honorary secretary to visit Victoria, South Australia 

and Western Australia in the interests of the College. 

Annals of General Practice: Publication of the ‘Annals’ commenced in 
September 1956, and the journal has since appeared at quarterly intervals. 
It is considered that the development and activities of the College in 
Australia have been well reflected in its pages. The ‘Annals’ have been 
distributed free to each member and associate in Australia, and the net 
cost of publication and distribution has been shared by faculties in propor- 
tion to the size of their membership. 

Section of General Practice in the Australasian Medical Congress: It is 
hoped to have a Section of General Practice included in the Australasian 
Medical Congress to be held in 1958. 

Victoria Faculty: A meeting in Melbourne on November 1, 1956, of 
those doctors interested in the establishment of a faculty of the College 
in Victoria was convened by the Australian Council. The honorary secretary 
addressed the meeting, which resolved to establish the Victoria Faculty 
and appoint a provisional board. The Victoria Faculty has made rapid 
progress since then, and it is now exercising a virile influence on the affairs 
of the College. All concerned are to be congratulated. 

South Australia: In Adelaide the honorary secretary interviewed several 
leading general practitioners, who felt that the time was not quite ripe to 
establish the South Australia Faculty. It is considered, however, that interest 
there in the College is growing, and that a faculty will soon be organized in 
South Australia, thus completing the establishment of faculties in all the 
Australian states. 

Western Australia Faculty: The honorary secretary completed his 
itinerary by visiting Perth, where he was most hospitably received by the 
well-established and active Western Australia Faculty. He attended an 
interesting and well-organized postgraduate session held at two Perth 
public hospitals, and also a general meeting of the faculty. 

Queensland Faculty: The chairman of the Australian Council visited the 
Queensland Faculty on May 3-5, 1957, for its Pfizer Postgraduate Weekend, 
which was the first activity of its kind that the faculty had organized. 

Tasmania Faculty: The honorary secretary visited Hobart for the formal 
inauguration of the Tasmania Faculty on May 5, 1957. This concluded the 
three-day Pfizer Postgraduate Course, which was of a high quality. A feature 
was the part played by members and associates themselves in presenting 
carefully prepared lectures and demonstrations. 

National Health and Medical Research Council: —The Australian Council 
was invited by the Commonwealth Government to nominate a member of the 
College for appointment to the National Health and Medical Research 
Council. Dr. J. G. Radford was nominated and duly appointed. 
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Pfizer Postgraduate Grants:—The Australian Council wishes to thank 
Messrs. Pfizer Ltd., England, for a grant of £Arrz2 ros. od. for distribution 
to the New South Wales, Queensland and Western Australia Faculties for 
their postgraduate educational activities. 

In addition, Dr. Keith Gollan (Medical Director in Sydney of Messrs. 
Pfizer Pty. Ltd.) has notified that his firm is willing to give to each faculty of 
the College in Australia the expenses of an interstate lecturer, the cost of 
printing and also an entertainment allowance for postgraduate weekends. 
The Queensland and Tasmania Faculties have already been generously 
helped in this way; the remaining faculties have projects in hand. Our 
appreciation of this generosity is gratefully recorded. 


Future Projects: 

(a) The Commonwealth Minister for Health has suggested that the Australian 
Council of the College should set up a permanent Committee in Preventive 
Medicine, one of whose functions would be to consult with departmental 
officers on measures, at the general-practitioner level, for the maintenance 
and improvement of the health of the community. 

(b) The Research Committee of the Australian Council has under consideration 
a proposal to conduct a survey of country general practice in Australia. A 
pilot survey is to be conducted in South Australia. 

(c) Council has yet to consider the use of a grant of £40 os. od. (£As50 os. od.) 
made by the Public Welfare Foundation through the College Council to 
encourage activity in the field of undergraduate education. 

(d) A proposal has been made that a conference of interested bodies should be 
convened to discuss the surgical training of general practitioners. The policy 
of the Australian Council in this matter is yet to be determined. 


XI.—_THE NEW ZEALAND COUNCIL 
Chairman: C. L. E. L. Sheppard (Canterbury)* 
Vice-Chairman: H. E. M. Williams (Otago)* 

Hon. Secretary: L. H. Cordery (Canterbury) 
Members: 
T. D. C. Childs (Auckland) A. B. Jameson (Auckland)* 
A. G. Gilchrist (Otago) L. Myers (Wellington) 
A. Ryder-Lewis (Wellington) 
* Member of the College Council 


Foundation of the New Zealand Council. On February 19, 1957, at a 
meeting in Wellington, representatives of the Auckland, Canterbury and 
Otago Faculties welcomed two representatives of the new Wellington 
Faculty. The Interim New Zealand Council was dissolved and the New 
Zealand Council came into existence. The Auckland Faculty was thanked 
for its work in pioneering the College of General Practitioners in New 
Zealand, with special reference to Dr. A. B. Jameson (past-chairman of the 
Faculty Board) and Dr. T. D. C. Childs (hon. secretary). 

It was resolved that, in future, the headquarters of the New Zealand 
Council would be sited in each of the four faculty areas in turn, in the 
same manner as the Biennial Conference of the New Zealand Branch of 
the British Medical Association : 
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Until May 1959 
June 1959—May 1961 
June 1961—May 1963 
June 1963—May 1965 


Canterbury Faculty 
Auckland Faculty 
Otago Faculty 
Wellington Faculty 


Membership. On September 30, 1957, membership of the College in New 


Zealand was as follows :— 








Faculty Members _— Associates Total 
Auckland .. 34 7 4! 
Canterbury 24 5 29 
Otago 12 3 15 
Wellington. . 33 7 40 

103 22 125 


Finance. A uniform system of payment and transmission of funds to 
College headquarters has been adopted, and a detailed statement of the 
financial position of the New Zealand Council is now being prepared. 

The New Zealand Council acknowledges its gratitude to the College 
Council for a grant of £100 towards establishing a secretariat. The College 
Council has approved that the New Zealand Council should retain one 
guinea of each entrance fee and 10s. 6d. of each member’s annual sub- 
scription, over and above the proportion (50 per cent.) of entrance fees and 
subscriptions already retained by the New Zealand faculties. The New 
Zealand Council is also indebted to the Public Welfare Foundation for a 
grant of £40 for a prize in a competition open to senior medical students. 
Dr. E. G. Young (Canterbury) has been appointed hon. auditor of the 
New Zealand Council. 

Activities. The New Zealand Council is carrying out its function of 
coordinating the work of the four New Zealand faculties, and maintaining 
liaison between these faculties and the Council of the College. It has 
also established liaison with the Australian Council, and with the American 
Academy of General Practice both by correspondence and by personal 
contact with Mr. N. F. Greenslade. 

Suggestions for criteria for membership and associateship have deen made, 
and are being referred to the College Council for consideration. 

General-practitioner training for final-year medical students is now taking 
place in some of the New Zealand faculties. 

A National Research Register is being formed. 

It is proposed to hold a Congress of General Practice in Christchurch in 
February 1959. It is hoped that representatives of the College from Great 
Britain and Australia will attend, and also that the American Academy of 
General Practice will be represented. 

Appreciation. The New Zealand Council wishes to record its appreciation 
of the assistance it has received from the College Council, especially Dr. 
J. H. Hunt, and also from Commander A. E. P. Doran and Dr. Sylvia G. 
Chapman. It is grateful, too, for the cooperation of the New Zealand 
faculties, and of the New Zealand Branch of the British Medical Association 
in particular Mr. G, R. Lee (General Secretary). 
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Dihydroxypropyl-7-theophylline 
a new theophylline derivative 


SOLUBLE - STABLE - #WNEUTRAL 


NEUTRAPHYLLINE has all the properties of dissolved 
theophyliines, but none of their disadvantages. 
It occurs in the form of a bitter crystalline powder, very 
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ares 


(a) Intramuscular injections are painless; 

(b) Intravenous injections are perfectly well tolerated; 

(c) Effective oral or rectal administration is possible 
without undesirable side effects. 


NEUTRAPHYLLINE is available in tablet, ampoule and 
suppository forms and also in tablet and suppository 
forms in association with Phenobarbital. 


Samples and Literature are available on request 
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NEUTRAPHYLLINE 


Dihydroxypropyl-7-theophylline 
a new theophylline derivative 


SOLUBLE - STABLE ~- NEUTRAL 


NEUTRAPHYLLINE has all the properties of dissolved 
theophyllines, but none of their disadvantages. 


| 
| 
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{ It occurs in the form of a bitter crystalline powder, very 
soluble in water. Its aqueous solutions are neutral in 
( reaction. It is completely stable, well tolerated and five 
times less toxic than aminophylline. 
The clinical advantages of NEUTRAPHYLLINE in the 
( treatment of angina pectoris, myocardial infarct, coro- 
( nary disease, cardiac dyspnoea, hepatic colic and asthma 
are :— 
| 
( 
( 
( 
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( 
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(a) Intramuscular injections are painless; 
(b) Intravenous injections are perfectly well tolerated ; 


(c) Effective oral or rectal administration is possible 
without undesirable side effects. 





NEUTRAPHYLLINE is available in tablet, ampoule and 
suppository forms and also in tablet and suppository 
forms in association with Phenobarbital. 


Samples and Literature are available on request 
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¥* Each tablet contains :— 
PENICILLIN V 90 mg. 
SULPHADIMIDINE 0-5 gramme 
In tubes of 10 tablets. 
ALLEN & HANBURYS LTD 
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